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A NEW METHOD OF SHORTENING THE 
ROUND LIGAMENTS IN RETROVER- 
SION AND PROLAPSE OF THE UTERUS. 

By C. W. Strobell. M.D., Rutland, Vt. 
Attending Surgeon, City Hospital. 

In presenting this preliminary report I regret that 
I have not a long series of operated cases to accom- 
pany it, my list as yet heing limited to the one here- 




Fia. 1 . a, b, pubic Incisions. 

with recorded. I am desirous, however, of having 
the method thoroughly tested. The technic of this 
operation was originally and experimentally worked 
out upon the cadaver in the early part of November, 
1911. 

On December 16, 1911, I performed the first 
pubic fixation according to my technic upon the liv- 
ing subject. The immediate results were ideal, an- 
sw^ering all the requirements, scientific and practical, 
of an operation having for its object the restoration 
of the uterus to its normal position, without me- 



chanical or functional detriment to itself or any 
other organ or structure. 

The case was that of Mrs. X., American, aged 
thirty-four, a nullipara, married twelve years. On 
December 13th, Mrs. X. consulted me with re- 
gard to severe chronic dysmenorrhea and sterility. 
She also complained of backache, frequency of 
micturition and dysuria, purulent leucorrhea, con- 
stipation, and general debility. Abdominal palpa- 
tion elicited considerable tenderness upon pressure 
in the hyjxigastric and both iliac regions. Biman- 
ual pelvic examination disclosed a greatly enlarged 
and tender retroflexed and retroverted uterus. Par- 
ametria! induration, tenderness and adhesions made 
it difficult to map out anything more definite as 
regards the adnexa. 




Fio. 2. Blunt perforating forceps. 



Operation: The uterine cavity measured four 
and one-half inches in depth ; a strong fibrous bar 
posteriorly at the internal os resisted the passage of 
the curved sounds. Tliis constriction was thoroughly 
broken down with a Goodell dilator. Much fungoid 
material was removed with the curette. The uterine 
cavity was then dried out, and swabbed with pure 
tincture of iodine. Next a Chamber's intra-uterine 
stem pessary was placed in the uterine canal, and 
a small hard rubber ring pessary inserted into the 
vagina so as to surround the cervix and keep lat- 
eral displacing pressure from the base of the stem. 

With the patient now placed in the Trendelenburg 
position, the abdomen was opened in the median line. 
Routine examination of the abdominal viscera dis- 
closed nothing abnormal except the appendix. With- 
in the pelvic cavity was a mass of old and dense 
adhesions involving the uterus and adnexa. The 
ovaries were cystic and greatly enlarged, the tu!)es 
hypertrophied, yet patent, the sigmoid adherent to 
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the left tube and ovary, and a small subserous fi- 
broid projected from the fundus of the uterus. Ad-** 
hesions were, with great difficulty, severed, the 
ovaries resected, the appendix removed ; the fibroid 
was shelled out and the heavy uterus brought into 
position by shortening the round ligaments as fol- 
lows : 



engaged hand was now armed with a half curved, 
strong and slendef, blunt perforating forceps, hav- 
ing a modified Kocher beak. The beak of this in- 
strument was then placed at the bottom of the pubic 
incision, a quarter of an inch below the pubic spine, 
at the iliopubic angle, close to the bone, and driven 
onward, across the iliopectineal line, into the perito- 



ILIO-PUBIC 
ANGLE 
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Fia. 3. 



First, two vertical incisions were made, each 
an inch in length, one on either side of the pubes, 
running parallel with, and slightly external to, the 
pubic spines; the latter are easily located in spare 
women — as easily also through these incisions in 
obese conditions. These incisions included skin and 
fat only, and did not involve the fascia. 

The index finger of the hand within the abdomen 
was next placed, as a guard and guide, against the 
inner base of the pubic spine. Externally the dis- 



neal cavity, the instrument meantime describing an 
arc of a circle. 

The instrument in its course traversed the strong 
fascia lata, lower edge of Poupart's ligament, the 
center of Gimbernat's ligament, the conjoined ten- 
don of the internal abdominal oblique and transver- 
salis, which is inserted into the pubic spine and ilio- 
pectineal line, and lastly, the peritoneum. The 
instrument was then opened and made to grasp the 
round ligament about two inches from the uterine 
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comu, consistent with taking up the entire slack in 
the ligament lying outside of the point of proposed 
fixation at the pubic spines. 

Traction was then made upon the clamp, and the 
round ligament pulled out through the newly formed 
canal far enough to bring the uterus into normal 
anteversion, at the same time allowing for adequate 
freedom of motion. This being done, the outer leg 
of the projecting loop of round ligament was drawn 



taking up the remaining leg of the loop. Two sim- 
ilar interrupted sutures secured the corresponding 
ligaments on the opposite side of the pubes. The 
pubic skin incisions were closed with a figure-of- 
eight silkworm gut approximation suture. 

An inspection of the effect of this operation as to 
the relation between the uterus, bladder and pos- 
terior surface of the pubic process before closing the 
abdomen, shows the fundus uteri about an inch 
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Fzo. 4. 



upon sufiRciently to secure close approximation of 
its accompanying broad ligament to the inner face 
of the anterior pelvic wall. The opposite ligament 
having been similarly secured, the projecting loops 
of round ligament were sutured with a full curved 
needle armed with No. 2 catgut as follows: The 
needle was deeply set into the lower angle of the 
incision, catching up the deep fascia, then passing 
upward through one leg of the round ligament loop, 
then catching up the lower border of Poupart's liga- 
ment and out again through the fascia ; this suture 
tied, the maneuver was repeated in the same way, 



and a half below the level of the pubic crest; that 
it is fully an inch and a. quarter away from it ; freely 
movable backwards and forwards ; and that there is 
plenty of room to accommodate the varying caliber 
of the restored urinary bladder. It will also be 
seen that when the patient shall have assumed the 
sitting or standing posture the uterus will fall for- 
ward, and rest upon the upturned posterior surface 
of the pubic process, and that the ligaments will 
then be wholly relaxed, as in normal Anteversion, to 
which latter position, as a result of this technic, it 
must closely conform. 
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It will also be observed that this antero-posterior 
latitude of motion, amounting to fully one and one- 



of such a structure the round ligament will not only 
be safely anchored, but that, best of all, his confi- 
dence in the strength of this wall will banish any 
apprehension of a possible postoperative hernia. 
The union between the round ligaments and the 
structures through which they pass is a true sero- 
fibrous one. Unless in the case of uterine neo- 



Fio. 5. 

half inches, constitutes a very decided advantage 
over the majority of operations, depending upon 
some form of attachment to the abdominal wall for 
support, as in all such cases pressure of the abdom- 
inal viscera must put a strain upon fixated or sus- 



Fio. 6. 

pended ligaments, and, in fact, upon any ventral 
attachment. In the new operation, however, abdom- 
inal pressure relaxes the round ligaments, as in the 
normal condition. 

In the course of the operation it will be found 
that the withdrawal of the round ligaments through 
the designedly narrow canal may present some diffi- 
culty, on account of the inelasticity of the powerful 
structvires through which they are made to pass, but 
these ligaments will be perfectly equal to any strain 
put upon them, and will serve also to plug the canals 
against a possible hernia. The operator will further- 
more be impressed with the fact that in the grasp 
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Fio. 7. 




plasms, pregnancy, or enormously distended bladder 
— other things being equal — these fixated round lig- 
aments will not stretch. The strongest part of the 
ligament is thus looped and sutured to just where^ 
originally, its fibrous filaments, fan-like, sprt-ad out 
to become amalgamated with the pubic periosteum. 
In drawing the ligament through the new canal, the 
external slackened portion of the round and accom- 
panying broad ligaments, — lying between the bight 
of the forceps and the internal abdominal ring. — 
is wholly taken up, and now clings to the anterior 
wall of the pelvis, so closely that no hiatus exists 
for the possible incarceration of a loop of intestine. 
It is reasonable to conclude that the probability of 
dystocia, due to this procedure, during any subse- 
quent confinement is also remote, hence the opera- 
tion will find no contraindication in child bearing 
women, other things being equal. 

In fact, this procedure, from a practical stand- 
point, more nearly approximates the normal than 
any of its predecessors, and promises greater per- 
manency, greater freedom from relapses, from dys- 
tocia, or any of the postoperative sequelae. 

The patient's temperature on the following morn- 
ing was 98 degrees ; pulse 80 ; bowels well oi>en in 
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for^ eight hours; condition good; and very little 
pain. She lay upon the side and moved about freely 
in bed. Vaginal examination, forty-eight hours 



were present ; she voided urine voluntarily. A slight 
stitch infection was the only complication in an oth- 
erwise uneventful recovery. 



Fio. 8. 



after operation, showed the uterus strongly anchored 
in its new position. No vesical symptoms whatever 



Four weeks later an examination reaffirms the 
findings of December 18th, the uterus being strongly 




Fio. 9. 



Fio. 10. Sixteen days after operation . 

and securely held in normal anteversion by the newly 
anchored round ligaments. 
2334 Merchant's Row. 
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THE THYROID GLAND AND SOME OF ITS 
DISEASES. 

By C. P. Thomas, M.D., Los Angeles, Cal. 

This gland belongs to the ductless group, and is 
located on the front and side of the upper part of 
the trachea and the lower part of the larynx. It has 
two lateral lobes about two inches long and one and 
one-fourth inches wide, connected by a middle lobe 
or isthmus. It is very vascular, receiving its blood 
supply from the two superior thyroid arteries, which 
come direct from the external carotid arteries, and 
the two inferior thyroids, which come from the thy- 
roid axis, all anastomosing freely, requiring great 
care while being operated upon to prevent hemor- 
rhage. 

The nerves are from the cervical sympathetic 
ganglia and accompany the inferior thyroid arteries. 
The veins and lymphatics are very large, the latter 
serving to drain the gland of its secretions to such 
an extent that one is almost inclined to call them 
ducts. The recurrent laryngeal nerve lies just back 
of the lateral lobe of the gland in the groove formed 
by the esophagus and trachea, and is frequently in- 
jured in operations on the thyroid. Such an injury 
destroys phonation. The function of this gland is 
excretory, and the substance it gives oS, for the 
want of a better name, is generally known as thyroid 
secretion. It is known to be a most important se- 
cretion, since its absence or deficiency, called hypo- 
thyroidia, leads almost at once to the condition 
known as cretinism, while its excessive formation, 
hyperthyroidia, causes the condition known as 
Graves' disease of which I will speak later. The 
thyroid of all the ductless glands appears to have 
the greatest tendency to undergo pathologic changes ; 
in fact, it is not exempt from any of the morbid con- 
ditions found elsewhere in the body. 

The most common are cystic, colloid, malignant, 
and simple hypertrophy. Just why these different 
changes take place or what the existing causes are 
is not yet known. Why one gland may be cystic and 
another colloid is unknown. Simple hypertrophy of 
the gland should, according to the laws of nature 
generally, be due to overwork or oversecretion ; yet 
we constantly find hypertrophy without the well- 
known symptoms of over-secretion, while on the 
other hand we very often have the unmistakable 
evidences of hyperthyrodia without hypertrophy. 
It appears to be well established that simple goiter 
is more prevalent in mountainous countries, notably 
in Switzerland and the mountainous portions of the 



northwestern part of the United States and Canada. 
Women are more prone to goiter than men, and it 
is a noticeable fact that this condition is more preva- 
lent during the active sexual periods of their lives. 
This is especially manifest in the variety known as 
Graves' disease. 

Simple hypertrophy calls for medical treatment, 
iodin in some form being the best when the glands 
are small, and especially if no S)miptoms of hyper- 
thyroidia are present. If the glandular enlarge- 
ment continues and it becomes annoying from press- 
ure and unsightliness, then surgical removal is called 
for, great care being observed to leave enough gland 
tissue to functionate, and to avoid removing the 
parathyroids which are generally located just back 
of the isthmus. In such cases, unless the isthmus 
is enlarged, it is better to leave it, and by so doing 
we escape one of the risks of injuring the recurrent 
laryngeal nerve. 

Cystic goiter is the most simple form of the dis- 
ease and, except where the cyst is extensive or mul- 
tiple, can be removed without danger. In this va- 
riety it is well to remember that the growth is well 
encapsulated and attached to the gland proper only 
slightly except postero-laterally, the posterior wall 
proper having no important attachments. The blood 
supply to the tumor is usually not very extensive, 
although large venous sinuses may be seen in front 
of it, external to the capsule, which should be pushed 
aside but not cut. The same rule largely applies to 
the colloid variety, only this is more likely to be 
multiple and more adherent. I believe that Graves' 
disease is more liable to accompany the colloid than 
the cystic form, but it may be present in either. 
There is a marked tendency to malignancy in an 
enlargement of the thyroid gland which is a good 
reason for advising early removal. 

Graves' disease was first described about seventy- 
five years ago by Graves, of England, followed soon 
by Basedow, Parry and others. -The name most 
generally adopted for the disease is exophthalmic 
goiter. This, however, is more or less a misncMner, 
as it means "protruding eye," when as a matter of 
fact this symptom of the disease is usually very late 
in developing, if it does at all. According to the 
now generally accepted theory of its etiology a bet- 
ter name would be h3rperthyroidia in contradistinc- 
tion to hypothyroidia or myxedema, which is often 
really a third stage of Graves' disease in adults. 

The disease is manifested by five chief symptoms, 
viz. : 

1. Tachycardia. 

2. Fine, so-called "railroad bridge," tremor, elic- 
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ited by having the patient hold her hands extended 
before her. 

3. Nervousness, with great apprehension of im- 
pending disaster or death. 

4. Enlargement of the thyroid. 

5. Protruding eyeballs. 

I believe the symptoms manifest themselves in 
about the above named order. Thyroid enlarge- 
ment and exophthalmos are not at all constant, but 
when they do occur they appear about the same time. 
We might add to this list diarrhea, which is usually 
soon followed by death. 

Tremor and tachycardia are the first to appear, in 
some degree, varying from slight to very severe. 
Nervousness is the symptom most complained of by 
the patient and is often very annoying. I have seen 
patients sit down in the streets and cry because a 
street car had been missed, or because of some slight 
disappointment. They often become most despon- 
dent, restless, sleepless and suffer loss of appetite 
and weight. 

The heart symptoms are quite constant and most 
patients have been told that they have cardiac dis- 
ease. It is rare to find the pulse below 90 and often 
it will be 120 beats per minute. If the trouble has 
existed for a long time, particularly if the patient is 
anemic, vrt may have distinct bruits or even loud 
systolic murmurs at the apex after dilatation has 
taken place, but the regularity of the heart is not 
much aflFected. Arterial pulsations, even to the fin- 
ger tips, are often complained of, while hot flushes 
and throbbing of the vessels of the face and neck 
are common symptoms. These symptoms are exag- 
gerated by slight exertion or emotional disturbances. 
While this does not describe all of the heart symp- 
toms that may be found in Graves' disease it gives 
those most frequently present. 

I am often consulted by women who have been 
treated for a long time for nervousness and even an 
operation has been advised, and when told that no 
operation is necessary, they become most discour- 
aged and actually insist on its being performed. 

Before learning to diagnose this condition I oper- 
ated on two patients suffering from Graves' disease, 
doing only plastic vaginal work, and both died with- 
in three days of tachycardia, with vomiting and 
diarrhea. It is well known that persons with this 
disease do not stand surgery at all well, many, in 
fact, dying from the anesthetic. This is so well rec- 
ognized that local anesthesia has come into general 
use in operating for this trouble, Kocher employing 
it almost exclusively. 

It is a disease found most frequently in women, 



usually developing between the ages of eighteen and 
thirty years. It does not appear to be aflfected by 
pregnancy or lactation, but it is believed by the 
writer to have some remote connection with the sex- 
ual organs. Nearly every married woman with whom 
I have discussed the matter has admitted some sort 
of incompatibility with her husband, and since it 
almost always appears during the most active sexual 
life, I strongly suspect a distinct relationship. It 
seems to be well proven, however, that the symp- 
toms are due to over-secretion of the thyroid gland ; 
many of them, in fact, may be caused by administer- 
ing fresh thyroid extract — even the protruding eyes 
have been so produced. 
The course of Graves* disease is as follows : 

1. Increased thyroid action, probably due to some 
disturbance of the central nervous system, worry 
being a predisposing cause. 

2. Hypertrophy from overuse of the gland, which 
may be followed by nervousness, diarrhea, or even 
death. 

3. Atrophy from exhaustion of the gland, fol- 
lowed by myxedema, which is, I think, as Osier apt- 
ly puts it, a third cousin to the first conditions. 

I have on several occasions suspected the disease 
and was able to prove it by administering an over- 
dose of thyroid extract, thus bringing out the cardi- 
nal symptoms. 

The medical treatment which has been most suc- 
cessful in my practice has consisted in the adminis- 
tration of large doses of belladonna, bromides and 
ergot, keeping the patient under the influence of 
these drugs for many months, at the same time look- 
ing out for the organs of digestion and elimination. 
Another and most valuable aid to treatment con- 
sists in rest from all work and responsibility, not 
necessarily, however, in bed. Pleasant surround- 
ings should be maintained, and the patients should 
be often assured of their eventual permanent recov- 
ery. I have repeatedly observed them to take on 
weight and actually recover under this line of treat- 
ment. 

Surgery of late is offering much hope, several 
operations having been successfully done, as fol- 
lows : Removal of part of the thyroid gland, cutting 
off the blood supply, severing the sympathetic, etc. 
The rule laid down by some surgeons of experience 
is to operate after medical treatment has failed ac- 
cording to the following plan : Ligate the two su- 
perior thyroid arteries and their veins if the pulse 
remains above 110, notwithstanding good medical 
treatment and rest, and do the radical operation if it 
can be kept below that number and the patient's 
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condition will otherwise warrant it. The removal 
of the right lobe, isthmus, and two-thirds of the left 
lobe is usually sufficient, but later when the gland is 
very large it may be necessary to remove more of 
the remaining third. Crile's method of anesthesia 
has not come into general use. Ether by the drop 
method preceded by morphin and atropin, giving 
only sufficient ether to keep the patient quiet, is the 
one mostly recommended. The time of operation 
should be short, and there are many minor operative 
details too lengthy to be gone into now which must 
be observed, and even then the death rate will be 
high and not all cases recovering from the operation 
will be cured. 

308 Consolidated Realty Building. 



DIRECTIONS FOR THE USE OF THE DUO- 
DENAL BUCKET. 

By Max Einhorn, M.D., New York. 

Professor of Medicine, N. Y. Post Graduate Medical 
School and Hospital. 

Colleagues have frequently asked me for particu- 
lar directions for the use of the duodenal bucket. 



Later on I made use of the bucket for the thread 
test for recognizing ulcers of the digestive tract* * * 

The duodenal bucket is used for the following 
purposes : 

1. To determine the permeability of the pylorus. 

2. To obtain the duodenal contents for examina- 
tion. 

3. To localize ulcerations along the path of the 
thread (viz., esophagus, lesser curvature, pylorus, 
duodenum). 

Method of Use. 

The patient swallows the duodenal bucket in the 
evening, late after supper, with a glassful of water. 
The end of the thread is attached to the nightgown 
in such a manner that a length of 30 to 32 inches 
from the lips can enter the digestive tract, and the 
bucket is allowed to travel by itself over night while 
the patient is asleep. In the morning before break- 
fast it is slowly and carefully withdrawn by the 
physician. When the larynx is reached a resistance 
will be felt. This must not be overcome by forcible 
pulling, but the patient must be told to swallow and 
during the act of deglutition the bucket may be easily 
withdrawn. 

Before removing the bucket a knot must be made 



Fig. 1. The duodenal bucket and its accessories. 
1) aspirating pipette; E, brush; F, needle. 



A, small size: B, larger size ; C, porcelain dish : 



Although in previous papers I have already ex- 
plained the method, I take the liberty of giving here- 
with full directions with regard to its employment. 
The bucket was originally described by me in the 
N. y. Medical Journal, and the following drawing 
was also printed at the same time.^ 



^ Max Einhorn: A New Method of Estimating the Permeability 
of the Pylorus and an Attempt at Testing the Pancreatic Function 
Directly. N. Y. Med. Journ., June 20, 1908. 



at the teeth in order to determine the length of the 
thread in the digestive tract. It is important that 
the patient should take no substances at supper that 



- Max Einhorn : A New Method of Recognizing Ulcers of the 
Upper Digestive Tract and of Localizing them. Med. Record, 
April 3, 1909. 

* Max Einhorn : Further Experiences with the Thread Test for 
the Recognition of Ulcers of the Upper Digestive Tract. Interna- 
tional Journal of Surgery, Nov., 1909. 

* Max Einhorn : The Importance of the Thread Impregnation Test 
for the Recognition of Ulcers of the Upper Digestive Tract. Medical 
Record, March 18, 191 1. 
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might cause a stain on the white silk thread resem- 
bling blood (viz., coflFee, jellies, claret, etc.). 

After withdrawal of the bucket the thread is im- 
mediately and carefully examined for (1) blood 
spots, (2) bile stains. 

The distance of the blood spots from the knot at 
the teeth will give the localization of the ulcer. If 
the end, say the lower four to eight inches, are 
stained a golden yellow, it will show that the bucket 
had passed the pylorus, provided that the length of 
the thread in the digestive tract remaining white ex- 
ceeds 22 inches, and that therefore the pylorus is 
permeable. (The distance from the teeth to the 
pylorus is on an average 22 inches.) 

If the bucket has been in the duodenum, the con- 
tents are usually golden yellow, viscid, and slightly 
alkahne. Sometimes, however, they may be acid 
and whitish, especially if the bucket has been only 
just beyond the pylorus. 

The thread test appears to be of importance not 
only in the recognition of the position of an ulcer, 
but also as a criterion of the efficacy of our proced- 
ures, especially whether a cure has been accom- 
plished or not. In those cases in which perfect 
healing of the ulcer has taken place the test becomes 
negative. 

In the diagnosis of cancer of the stomach the 
thread test is of value in aiding us to recognize a 
suspected neoplasm before it is yet palpable. This 
is particularly the case in malignant affections of 
the cardia and the pylorus. 

In several cases of neoplasm of the pylorus the 
bucket did not pass beyond the pylorus and came 
back filled with a brownish fluid of a fetid odor, the 
thread being stained brownish for quite a distance 
from the bucket. 

INJURIES TO THE GENITO-URINARY 
ORGANS INCIDENTAL TO RAIL- 
ROADING.* 

By William Warren Townsend, M.D., Rutland, 
V^ermont. 

Professor Genito-Urinary Surgery, Medical College of the 
University of Vermont. 

The problem that confronts me in attempting to 
interest a body of surgeons, gathered for the pur- 
pose of discussing matters surgical, associated in 
the special field of railroading, is a difficult one, in- 
asmudi as in the particular branch of surgery in 
which I am engaged traUmatic injuries to the gen- 
ito-urinary organs play a rather small and indirect 

*Rea<l by invitation at a meeting of the Rutland Railroad Surgeons' 
Association, held in Burlington, Vt., December 14, 191L 



part in the sum total of my work. The case his- 
tories which I have available to draw upon in order 
to get data for an address are, of necessity, meager. 
However, there come to mind several cases of in- 
juries seen by me, and in harking back I can ap- 
preciate that there were present in these points of 
interest for study, and I trust that a free discussion 
and criticism of my remarks will accomplish the 
purpose intended by your honorable secretary, when 
he asked me — a near railroad surgeon (if travelling 
back and forth over the road can be considered one 
of the requirements) — to be with you to-day. 

Injuries to the genito-urinary organs, like those 
to other parts of the body, result from direct and 
indirect violence. The external genitalia, penis, 
scrotum and testicles, are less protected from 
violence than some other parts of the body, hence 
may be lacerated and punctured in some instances 
of excessive trauma, and while the immediate re- 
sults of such injury are devoid of serious surgical 
annoyance, there still exists a responsibility on the 
part of the surgeon in the assumption of such cases 
as are illustrated. 

A young man seen by me, on whom I operated 
for closure of a fistula, while engaged in the act of 
coupling cars, was squeezed, but not in such a 
manner as to fracture the bones of the pelvis. Suf- 
ficient trauma, however, was induced so that a se- 
vere contusion of the penis, as a whole, occurred, 
allowing the free escape of blood in the areolar tis- 
sue between the skin and fascial covering of the 
organ and an effusion of blood into the corpora 
cavernosa. So much deformity resulted for the 
time being as to mask the deeper contusion, and in- 
flammation of the corpus spongiosum occurred, 
which was extensive and was followed by pus for- 
mation; infiltration ensued until spontaneous rup- 
ture of the abscess cavity took place after the indi- 
vidual was discharged as cured. It was for the 
fistula that he consulted me. This case was improp- 
erly treated, inasmuch as the abscess cavity and 
injury to the corpus spongiosum were overlooked ; 
and I presume that it escaped notice for the reason 
that the extensive ecchymosis attracted the atten- 
dant's attention and he directed treatment to it. 

At the present time the man has a penis that when 
erect describes half a circle, with the curvature 
downward, and he informs me that sexual inter- 
course is next to impossible, and when attempted is 
embarrassing to say the least. 

The encroachment on the urethra by the cica- 
tricial tissue and its subsequent contraction have 
caused a distortion of the canal — practically a stric- 
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ture. This condition can be remedied by operative 
measures, but any attempt at resection of scar tissue 
in the bodies of the penis is not attended with a good 
result and is to be condemned. 

Injuries occurring to the scrotal sac may be su- 
perficial or deep. Lacerations extending through 
the various coats may allow of the delivery of a 
testicle or the testicles. However, this occurrence 
would be of no serious consequence, and the only 
precaution necessary to be taken would be attention 
to technic to prevent infection and obtain good 
coaptation of the parts. 

Wounds of the scrotum bleed profusely and ex- 
treme care should be exercised in ligating all bleed- 
ing points, or a large hematoma with infection may 
result. 

Contusions cause subcutaneous hemorrhage, and 
even slight trauma as, for example, shaving the 
parts prior to operation, will oftentimes blacken the 
area so that one will at once think of gangrene and 
sloughing ; hence scrotal ecchymosis is no indication 
of marked direct or indirect violence. 

Injuries to the testicles are important as the pos- 
sible claim of sterility following such traiuna may 
be advanced. The testicles are sturdy organs and 
withstand much abuse, and from their exposed posi- 
tion it would be natural to presume that contusions 
and wounds would be common. It is not so. Punc- 
tured wounds that do not allow of the escape of the 
parenchyma, the seminiferous tubules, are of no 
importance. A case is recorded in which the ex- 
truded tubules resembled a slough which was re- 
moved, and there remained nothing but the testicular 
capsule, the tunica albuginea. 

Severe contusions may be followed by orchitis 
and by real or apparent atrophy. An apparently 
atrophied testicle, occasioned by its being squeezed 
by a mistress in an outburst of jealous rage, was 
removed by me for a persistent neuralgia. Micro- 
scopical examination of its structure and secretion 
showed mobile spermatoza and spermatoblasts. 

For the last few years, at every opportunity that 
has presented itself, I have aspirated the epididymis 
of apparently atrophied testicles. I have not looked 
up my records to determine the exact number of 
cases, but in several instances I have been able to 
demonstrate active spermatoza. Thus it will be 
seen that all apparently atrophied testicles may not 
be incompetent, and the simple procedure of aspira- 
tion of the epididymis of the affected gland will 
determine the competency and perhaps quash any 
threatened suit for alleged loss of procreative abil- 
ity. 



Fatal shock has occurred as a result of severe 
contusion of the testicle. 

Rupture of the urethra is a common injury, and 
occurs more frequently in the deep urethra than in 
the penile portion. Rupture, as a result of railroad 
injury, is usually associated with trauma to other 
parts of the body and rarely occurs alone. 

In fracture of the bones of the pelvis one should 
not be satisfied unless he is sure that a catheter 
passes easily. The symptoms of urethral rupture 
are hemorrhage appearing at the meatus, pain, tume- 
faction, and derangement of urination. 

Incised and punctured wounds of the urethra are 
usually associated with injuries to the penis and are 
treated in the conventional surgical manner. Stric- 
ture of the urethra will follow urethral tears, and 
it is claimed by those who have studied these in- 
juries that longitudinal wounds are less liable to 
stricture than are circular ones. 

A young woman brought to a hospital in which 
I have a visiting association was injured by being 
caught by the fender of a trolley car and rolled 
under it instead of on it, as, in all probability, was 
the intention of its originator. After recovering 
from the shock she complained bitterly of supra- 
pubic pain and a desire to urinate which she could 
not satisfy. Catheterization was done and only a 
small quantity of bloody urine was drawn, and the 
bladder was injected with a saline solution with the 
intention of determining whether it was ruptured or 
not — a practice that should not be followed, as it is 
unreliable in results and may do great harm. After 
satisfying themselves there was no rupture of the 
bladder, and in going over the case further, a frac- 
ture of the ramus of the pubes was made out and 
the parts properly fixed. She did not do well, how- 
ever, and within fifty-two hours symptoms of peri- 
tonitis developed, and in due course of time she 
died. 

I am familiar with the history of the case, as I 
was invited to the post-mortem consultation. No 
necropsy was allowed, and it was through the cour- 
tesy extended by the undertaker that we were able 
to learn the true pathology, which disclosed a small 
intra-peritoneal rupture of the fundus of the blad- 
der. 

The lesson to be learned from this illustrative 
case is: 1. That a bladder may be ruptured and 
still hold fluid. 2. If a small quantity of bloody 
urine be passed or drawn from an individual having 
a fractured pelvis, exploratory surgical interference 
is demanded to prevent peritonitis in intra-peri- 
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toneal rupture and extravasation in extra-peritoneal 
rupture. 

Rupture and wounds of the bladder are usually 
associated with other injuries produced by the same 
violence, and occur most frequently when the viscus 
is distended with urine. Bladder ruptures should 
always be sought for in injuries to the trunk and 
pelvic region. 

Injuries of the ureters, unassociated, are rare, and 
will not be discussed, as they are most generally 
complicated by injuries of the kidneys. 

Undoubtedly many kidneys have been made path- 
ologic as a result of railroad injury, and had they 
been recognized, railroad companies would have 
been called upon to defend their treasuries more 
often than they have been. The remote result of 
external violence to the kidney is greater than is 
appreciated by the rank and file of the profession. 
For example, we will assume that an individual has 
just recovered from a serious debilitating disease, 
as enteric fever, and after leaving the hospital, on 
the way home, rides in an ordinary day coach and 
when approaching his destination stands in the aisle ; 
the engineer, not calculating his speed accurately, 
sets the brakes, thus forcibly throwing our example, 
the convalescent typhoid, against the back of a seat 
with direct violence to his lumbar region. The at- 
tachments of the kidney are weakened by his illness, 
and by the force of the impact it is loosened and 
becomes from that moment a movable kidney. 

Through the renal circulation are surging, at the 
time, myriads of colon and possibly typhoid bacilli, 
and in that movable and traumatized kidney they 
find fertile soil and forthwith infect the organ. 
(Recitation of experiments by Brewer.) 

I grant that perhaps this example is overdrawn, 
and that our imaginary patient had no business in 
the aisle until the train had come to a dead stop, but 
please accept it as illustrative of the fact that slight 
trauma, under favorable conditions, will lead to a 
diseased kidney or kidneys. 

Kidneys are ruptured by blows received directly 
over the lumbar region or upon the abdomen. Rup- 
ture in the latter way is ascribed to hydraulic pres- 
sure ; by that it is understood that the force of the 
blow is spent on the blood in the large vessels and 
on the urine in the renal pelvis, and it in turn exerts 
such an intra-renal pressure that rupture occurs. 
(Recitation of experiments.) 

Rupture of the kidneys may be associated with 
rupture of the overlying layer of the peritoneum, or 
they may be ruptured behind the peritoneum. Wat- 
son, in a study of 603 cases, classifies kidney rupture 
as complicated and uncomplicated, and further sub- 



divides it into partial and complete rupture. Exact 
statistics as to the frequency of either class and sub- 
division can be found by reference to modem text- 
books treating upon the subject of genito-urinary 
injuries. Suffice it to say that of the uncomplicated 
cases, — "those in which the injury is limited to the 
kidney or its adnexa," — ^there were 487 in the 603 
cases quoted by Watson, and 116 of the type classi- 
fied as complicated, such in which there was asso- 
ciated a rupture of the overlying peritoneum or some 
injury of the organs lying within the peritoneal cav- 
ity. 

I mention this classification and subdivision, as 
the success of the treatment to be followed in renal 
rupture is in direct ratio with the accuracy of diag- 
nosis. An uncomplicated or incomplete rupture 
of the kidney may be treated expectantly ; whereas, 
a complicated complete rupture, with progressive 
hemorrhage, must be operated on to save life. The 
symptoms of rupture of the kidney are pain, hema- 
turia, vomiting, shock, anuria, tumefaction in the 
right upper quadrant or in the lumbar region, mus- 
cular rigidity, and external ecchymosis over the 
point of violence. In instances of retro-peritoneal 
rupture, the hemorrhage may follow the retro-per- 
itoneal space and the inguinal canal ; the ecchymosis 
will then be around the scrotum and inguinal r^ion. 

In complicated cases where the overlying perito- 
neum and intra-peritoneal organs are injured there 
will be in addition the symptoms that arise from in- 
juries to these, and later symptoms of general peri- 
tonitis from extravasated urine into the peritoneal 
cavity. Symptoms of peritonitis are sometimes late 
in presenting, as in the case of the young lady 
whose history I cited. If the urine is sterile the 
peritoneum attempts to take care of it, and even 
bacteria laden urine is slow to produce peritoneal 
infection. 

The results of kidney injury Watson classifies as 
immediate and late. Under the heading immediate 
he gives : "hemorrhage, infarction, extravasation of 
urine, anuria, disintegration of the kidney, rupture 
of the pelvis or of the ureter" ; and as the late re- 
sults : "secondary hemorrhage, aneurysm of the re- 
nal artery and suppuration within and around the 
kidney." 

I feel that there will come a time when the late or 
remote results of lumbar trauma will be advanced 
as a claim for damages by individuals who were 
apparently not injured, except only slightly over 
the loin, at the time of accident, as traumatized kid- 
neys invite infection from the blood stream, from 
the intestines, and directly from the bladder, if it is 
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Statistics, collected by Grawitz, show that of 90 
cases of traumatized kidney, 22 showed late infec- 
tion by perinephritis. Thus it will be observed that 
in minor injuries to the lumbar region, while the 
symptoms of pain, tumor, etc., may be absent, there 
will still exist the possibility of future disability, for 
which your company may be held liable after you 
have committed yourself by expressing an opinion 
that the examined person is free from injury. 

STRICTURE OF THE MALE URETHRA, 
WITH REPORT OF A CASE.* 

By Benj. B. Gates, M.D., Knoxville, Tenn. 

"When speaking of stricture of the male urethra 
in the abstract, the mind naturally conjures up a 
picture of urethne showing different types of altera- 
tion from the normal, such as the barely perceptible 
soft stricture, the beaded urethra, the resilient spin- 
dle-shaped urethra, to the narrow, sinuous tract, 



Fig. 1. Transverse section of urethra, a. I )Iaphraj?m of scar tissue 
projectinfc from roof and side of urethra, b. Silt between lower edge 
of maphragm and floor of urethra. 

dense and unyielding from the great mass of cica- 
tricial tissue 

Such in fact is often the case ; but one may some- 
times — in the urethra as in other parts of the body — 
receive a jolt that will cause one to stop and ponder 
over the condition of affairs. 

A case showing a different type of obstruction to 
any I had seen before came under my notice in the 
early summer of 1911. 

The history of the patient is as follows: C. L., 
male, white, aged twenty-six, a farmer by occupa- 
tion, contracted a clap over nine years ago. This 
lasted four years. Five years ago he noticed his 
stream of urine diminishing in size, which led him 

• Read before the Knox County Medical Society, Knoxville, 
Tenr.. Oct. 31, 1911. 



to seek medical advice. He went the usual round 
of doctors, and was treated with sounds to -no ad- 
vantage. The patient declared that the different 
medical men he consulted were never able to enter 
his bladder with a sound. No doubt he was right, 
and you will learn why later on. 

When I first saw the patient I could introduce a 
26 F. sound as far as the membranous urethra, but 
no further; even filiform bougies were arrested. Sc 
after repeated and futile efforts to pass the obstruc- 
tion — varying from two to three days to a week — I 
advised perineal section, which was accepted by the 
patient. 

July 6, 1911, assisted by Dr. C. Deaderick, I did 
an external urethrotomy and found at the junction 
of the membranous and bulbous portions an appar- 
ently double urethra. 

This was scunewhat of a puzzling condition, and 
was due to a thin diaphragm of cicatricial tissue pro- 
jecting from the sides and roof of the urethra nearly 
to the floor, leaving a narrow slit for the urine to 
dribble away. 

Now, the explanation of the apparent double 
urethra may be this: In the efforts of the several 




Fio. 2. tilde Tlew of urethra showing diaphragm of scar ti&sue 
forming cul de sac towards the bladder. 

doctors at different times to pass sounds, the end 
of the instrument pushed this thin diaphragm 
towards the bladder in the same way that a hernia 
projects the peritoneum before it, in this way creat- 
ing a cul de sac, or blind pouch, also a potential false 
passage. And it was into this cul de sac or blind 
pouch that the ends of the sounds and bougies en- 
tered. Hence the difficulty of entering the bladder. 

With scissors we trimmed away this diaphragm, 
and introduced a soft rubber catheter into the blad- 
der for drainage. We then closed the perineum 
with fine catgut for the deeper sutures and horsehair 
for the s-kin. 

The patient made a good recovery and now has a 
good stream. Besides, on October 23rd, the urethra 
admitted a 28 F.-sound. 
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DISEASED TONSILLAR CRYPTS AND 
THEIR TREATMENT.* 

By John H. Johnson, M.D. 

Late Professor of Diseases of Eye and Ear, College of 
Physicians and Surgeons (now Med. Dept. of the Uni- 
versity of Kansas) and late Professor of Diseases 
#/ the Eye, Ear, Nose and Throat, Western 
Dental College, Kansas City, Mo.; Oculist 
Mo. Pacific, St. Louis, Iron Mountain 
and Southern Railway Companies; 
Oculist, Good Samaritan 
Hospital, Coffeyville, 
Kansas. 

The subject of diseased tonsils being such an ex- 
tensive one, it will be necessary for me to confine 
this paper to a consideration of the faucial tonsillar 
crypts. The faucial tonsils, pharyngeal tonsils 
(commonly called adenoids), and the lingual tonsils 
are each a subject in themselves. 

The success of diagnosis and treatment, either 
medical or surgical, is dependent on an accurate 
knowledge of the anatomy and physiology of the 
tonsil. 

The faucial tonsils form a slightly prominent 
cushion in the space bounded by the anterior and 
posterior pillars. The pillars are folds of mucous 
membrane, the downward prolongation of the free 
borders of the soft palate, extending down to the 
tongue. Above the tonsil at the junction of the two 
pillars is a fossa, the supra-tonsillar, which has 
sometimes been mistaken for a large crypt, but is 
not a crypt. This fossa is formed by a fold of 
mucous membrane (plica triangularis) passing over 
the tonsil. 

The faucial tonsil, in which the crypts are located, 
is composed of adenoid tissue resembling a half 
walnut in shape. . The normal size and shape cannot 
be determined because the tonsils vary in different 
individuals. When normal, they shrink or atrophy 
after puberty ; when diseased, they do not, but in- 
crease rather than decrease in size. The free sur- 
face of the tonsil is studded over in an irregular 
manner with a large number of pocket-like cavities, 
the crypts, which are frequently overlooked ; this is 
important to note. The crypts in the upper portion 
extend downward and outward and are often cov- 
ered over by the plica triangularis, those in the 
middle more horizontally, while the lower ones ex- 
tend upward and outward. 

The arterial supply of the tonsil is derived from 
the tonsillar, the dorsalis-lingiiae, the ascending and 
descending palatine, and the ascending pharyngeal 

* Read before the Montgomery County Medical Society at Inde- 
pendence, Kansas, November 17, 1911. 



arteries. The most important of these is the ton- 
sillar, which enters the base of the tonsil at about 
the junction of its middle and lower thirds. This 
artery is not well developed until after puberty. The 
nerve supply of the tonsil is from the trifacial and 
the glossopharyngeal. 

The function of the tonsillar crypts is disputed, 
and extended research work will be necessary to 
settle many important questions about their physi- 
ology. Whether the tonsils secrete through the 
crypts, or absorb, physiologists have been unable to 
determine. The fact that drugs and toxins are ab- 
sorbed and taken up into the system through these 
crypts has led me to believe that the tonsils have 
absorptive powers and also act as defensive organs 
for both the air and food tracts. One very plausible 
theory advanced is that the tonsillar crypts serve to 
entrap a few bacteria and absorb their toxins, so 
that an immunity may be established before patho- 
genic bacteria gain access to the system in such 
numbers as would overpower it. In other words, 
the crypts serve as a natural means of vaccination. 

The etiology of diseased tonsillar crypls cannot be 
ascribed to any one factor more than another, as 
the condition results from various causes. The pre- 
disposing causes are enlarged crypts, low bodily vi- 
tality from any disease, and especially those of in- 
fectious nature, as diphtheria, scarlet fever, intiu- 
enza, tuberculosis, etc. The liability to follicular 
tonsillitis increases with repetition of the attacks. 
The excifing causes of acutely diseased follicles is 
infection with such organisms as the staphylococcus, 
streptococcus, pneumococcus, bacillus coli commu- 
nis, bacillus typhosus, fusiform bacilli, spirilla, etc. 
The germs that are present in chronic di>ease(l 
crypts are often excited into action by exposure to 
cold or by exhausting work. New and strange or- 
ganisms are constantly brought to the tonsils in the 
food. This spring a remarkable epidemic of viru- 
lent tonsillitis occurred in Boston and vicinity, the 
source of which was undisputed ly traced to a model 
dairy. Cotterill recorded an epidemic of follicular 
tonsillitis in a boys' school, which he tracerl to milk 
from cows with diseased udders. In the healthy 
human mouth the flora includes more than one hun- 
dred different organisms, and it is not strange that 
the tonsillar crypts are in a constant state of sieg^e 
and that sometimes the enemv breaks down the bar- 



riers. 



The subjective symptoms of diseased ton>illar 
crypts vary in diflFerent individuals; there iliay be 
none whatever or they may be of pronounced char- 
acter. There is a sensation of fullness in the thr»>at 
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in the region of the tonsils, or tenderness. Degluti- 
tion may be attended with discomfort or pain. 
Sometimes the complaint is of an inconvenience or 
even a pricking sensation in the throat which is 
especially marked during deglutition. Patients and 
their friends often notice that the breath is foul in 
the extreme; they attribute this to a bad stomach 
when the sole cause is in the tonsillar crypts. A 
characteristic symptom is the expulsion of yellow- 
ish gray, cheesy masses on coughing. These caseous 
plugs vary much in size and are extremely fetid. 
Sometimes the only discomfort in cases of diseased 
tonsillar crypts is a reflex pain in the ears, or the 
patient complains of the nose being stopped up. 

Diseased tonsillar crypts are common in child- 
hood, and the condition is probably not so rare in 
^arly infancy as was formerly supposed. In febrile 
disturbances in infancy and childhood the tonsils 
should be examined closely and the crypts or fol- 
licles should not be overlooked. In adults, diseased 
follicles constitute undoubtedly the most frequent 
disease of the tonsil. 

Often an attack of acute inflammation of the 
crypts in children sets in with a chill or convulsion. 
The temperature ranges from 101 to 105 deg. F. 
(38.5 to 40.5 deg. C), with the usual constitutional 
symptoms. Constipation is frequent, but in babies 
diarrhea with green stools may quickly follow, thus 
leading to the diagnosis of gastroenteritis, when the 
true cause lies in the tonsillar crypts. In adults 
and adolescents the general symptoms are malaise, 
<:hills or chilliness, fever (which may be remittent 
in character), headache, myalgia, etc., with tender- 
ness of the muscles of the neck; the cervical glands 
and tonsils show signs of congestion, the tongue is 
coated and the breath foul. 

All acute inflammatory conditions of the crypts 
or lacunae are described under the name of acute 
lacunar or croupous tonsillitis (Bosworthj, or acute 
follicular tonsillitis, called by the laity "ulcerated 
sore throat." This condition is characterized by the 
filling up of the crypts with inflammatory products. 
This caseous deposit, the first local sign of follicular 
tonsillitis, is white, gray, or yellowish white in color. 
In young children it appears as fine spots which are 
hardly visible and often escape observation. These 
"exudative spots project slightly from the surface 
of the tonsil and represent the visible portion of the 
inflammatory debris with which the crypts are dis- 
tended." The pyoid masses derived from the crypts 
vary in size from a gooseberry seed to a small cherry 
and even larger. The caseous balls or masses are 
made up of exfoliated epithelium, particles of food, 



large numbers of lymphocytes of all sizes, long seg- 
mental fungi, leptothrix buccalis, various strepto- 
cocci, staphylococci, less commonly the pneumococ- 
cus, the micrococcus catarrhalis, bacillus coli com- 
munis, bacillus of Friedlander, bacillus septicaemiae 
sputi, in a few isolated instances the micrococcus 
tetragenus, and exudative lymph with possibly a lit- 
tle fibrin; the masses varying from semisolid in 
acute follicular tonsillitis to "cheesy" consistency 
in chronic cases. 

The symptoms of chronic follicular tonsillitis are 
largely those of the actue form, ihe most pro- 
nounced symptoms of chronic diseased crypts are 
an almost constant foul breath, the coughing up 
of fetid cheesy masses, pharyngeal and nasal 
catarrh, and frequent attacks of sore throat. 

The diagnosis depends on finding the plugs in 
the crypts, or the inflamed crypts which contained 
them. The crypts may coalesce to form large lacu- 
nae. In children follicular tonsillitis is apt to be con- 
fused with diphtheria, and the latter should be sus- 
pected until disproved by the culture test. The di- 
agnosis may be difficult when the crypts are sac-like 
with narrow openings, or when their contents have 
become encysted. 

Inflamed and edematous pillars, uvula and soft 
palate are often the result of diseased tonsillar 
crypts, which may also serve as a starting point for 
ulcers. The septic material absorbed through the 
crypts may cause enlargement and tenderness in the 
lymphatic glands at the angle of the lower jaw. 
Peritonsillar abscesses originate from diseased 
crypts and they are sometimes evacuated through 
them. Damaged lacunae of the tonsil are one of the 
most common portals of entry for the invasion of 
bacteria to be found in the body, and it is no won- 
der that a host of acute and sometimes very severe 
inflammations of serous membranes arise in this 
manner as the result of a cryptogenetic septicc^e- 
mia. Pneumonia has been observed following la- 
cunar inflammation in a number of instances 
(Griinwald). The swallowing of the plugs of fetid 
matter often results in a condition termed "bilious- 
ness," the stomach receiving the bldme for a dis- 
eased condition of the tonsils. Catarrh of the nose, 
accessory sinuses and nasopharynx may originate 
from diseased tonsillar crypts. The catarrhal secre- 
tion coming from them is often filthy in the ex- 
treme. This infectious matter constantly bathes the 
oropharynx; naturally the teeth are exposed to in- 
fection from this source, thus favoring caries or 
decay. 

One of the most important conditions of tonsillar 
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disease, which gives the patient and physician great 
anxiety, is tuberculosis. In tubercular adenitis of 
the neck it is the tonsil that is almost invariably the 
first to become affected, the infection traveling from 
the cr)rpts to the cervical and the bronchial glands. 
Several investigators have found tubercle bacilli in 
the crypts of the tonsils. The tuberculous process 
develops mainly in the cavity of the crypts ; the ul- 
ceration does not as a rule come to the surface at all. 
The bacilli are sometimes present in large quantities 
(Kafeman). "The tonsillar tissue of the throat, be- 
cause of its peculiar anatomic construction and its 
topographical relations, is more liable to become in- 
fected by tuberculosis than any other part of the 
upper respiratory tract" (Wood). Tubercular in- 
fection through the tonsillar crypts gains access to 
the lymphatics, then to the blood stream, sometimes 
becoming scattered and producing miliary tubercu- 
losis. It is the opinion of quite a number of laryn- 
gologists that in tuberculosis of the apex of the lung 
the infection gains access through the tonsil. 

There are a number of cases on record of tuber- 
culosis of the tonsils prior to the involvement of 
the lungs, or the lungs may be involved first and the 
tonsillar tissue become infected later. Patients hav- 
ing no tubercular lesions but diseased tonsillar 
crypts may, as the result of irritating emanations, 
suffer from congestion and obstruction of the nose 
interfering with free respiration, and through un- 
due mouth breathing, expose themselves to tuber- 
cular infection by inhaling tubercle-laden dust. It 
is the diseased tonsillar crypts that predispose pa- 
tients to tuberculosis. Thus in a case of fissured or 
partially destroyed tubercular tonsil the general 
symptoms of incipient tuberculosis may disappear 
after thorough removal of all the crypts, with speedy 
restoration of the individual's health. 

If diseased crypts are left in the throat recur- 
rence of inflammation will always follow. Some- 
times the retained cheesy secretion in the crypts un- 
dergoes a calcareous degeneration, producing what 
is known as a calculus or tonsillolith, but more fre- 
quently the retention of the secretion brings on ton- 
sillar and peritonsillar abscesses, or it leads to a 
chronic inflammation of adjacent pharyngeal struc- 
tures, and often evidences its systemic effect by the 
development of rheumatic symptoms ( Griffin j. 
There are a number of pathological conditions 
whose etiology is not well understood in which, ac- 
cording to some authors, the diseased tonsillar 
cr3rpts are the points of entrance of infection in cer- 
tain cases; later this is transmitted to remote re- 
gions of the body causing foci of infection, such as 



rheumatic arthritis, otitis, pericarditis, endocarditis, 
pulmonary tuberculosis, meningitis, nephritis, ap- 
pendicitis, etc. • 

The remark is often made that the faucial tonsils 
must not be removed because it would ruin tke 
voice, but those who hold this view would waive 
their objections if they knew how their palate is 
held down with adhesions of the pillars to the ton- 
sils containing the diseased crypts, which prevents a 
free play of the palate and uvula in vocalization aad 
thus renders difficult the tuning of the oral cavity 
to the pitch of the vocal cords, giving the voice a 
peculiar quality. The variation in size of the palato- 
nasal opening and the tremor of the soft palate are 
best obtained when the parts are free and mobile, 
but the inflammatory process starting in the tcmsil- 
lar crypts in a large number of cases extends imto 
the surrounding tissue, causing the pillars to become 
bound down to the diseased tonsils. The voice in 
some persons with diseased tonsils becomes very 
thick; the patient speaks with difficulty and is dif- 
ficult to understand. On account of the obstruction 
to free nasal breathing, as the result of irritatiag 
gases emanating from the fetid matter in the dis- 
eased crypts, it is impossible for him to make clear 
nasal sounds. It becomes very necessary, especially 
in singers and speakers, that the affected crypts 
should be removed and the pillars freed from their 
unnatural attachments in order that they may con- 
trol their voice. 

Treatment. 

The treatment of diseased tonsillar crypts con- 
sists of both medical and surgical measures. Some 
of the most important conditions demanding medi- 
cal treatment are diphtheria, scarlet fever, erysipe- 
las, syphilis (chancre, mucous patches), etc. In any 
of these the tonsils may be involved, and the treat- 
ment is both local and systemic, and is thoroughly 
discussed in any textbook on the practice of medi- 
cine. The plugs can be wiped off with a swab or 
can be squeezed out. Some patients learn them- 
selves how to press out the fetid masses. Others 
pick them out with the curved end of a hairpin. 
Sometimes it is necessary for the physician to re- 
move them with a small curette or scoop. Gargles, 
sprays, and applications to the distended crypts are 
only palliative measures. They are easily carried 
out, but such methods only serve as a broad aad 
devious path that leads to disappointment both to 
the patient and physician. It is treating the symp- 
toms and not the cause. 

By far the greater number of pathological condi- 
tions of the tonsillar crypts call for radical opera- 



Digitized by 



Google 



16 



INTERNATIONAL 
JOURNAL OF SURGERY. 



Treatment of Diseased Tonsillar Crypts. 



jANV^ar 1912 



tion ; therefore, the surgical treatment is exceeding- 
ly important and must be carried out by the spec- 
ialist. It is a fact that the importance of opera- 
tions on the tonsils has been greatly underestimated 
by both physicians and the public. Some physicians 
will clip off the point of the enlarged tonsil with a 
tonsillotome, with the result that the public gains 
the impression that a tonsillotomy is a simple but 
ineffective operation. This impression is enhanced 
by the practice of the unskilled, which in a majority 
of cases of amputated tonsils is followed by a "re- 
currence," or as the laity puts it, "the tonsils grow 
in again." Indications for the removal of the tpnsils 
are hypertrophy, tonsilloliths, tuberculosis, chronic 
adenitis of the neck with involvement of the tonsil- 
lar crypts, chronic follicular tonsillitis, recurring 
tonsillar and peritonsillar abscesses. The diseased 
crypts are first seen generally by the family phy- 
siciaUj who notes that his patient is absorbing septic 
material and thinking surgical treatment necessary, 
sends the case to a laryngologist. The latter should 
make himself familiar with all the conditions in the 
throat, and should have a clear idea of the case be- 
fore he proceeds with the removal of tonsils, ade- 
noids, or lingual tonsils. If he fails to use a general 
anesthetic or if he ineffectually applies a local anes- 
thetic, he will at the removal of the first tonsil throw 
the child into a panic, and will only with extreme 
difficulty, if at all, be able to remove the second ton- 
sil. The child's mother duly informs the neighbors, 
and the child, its playmates, how cruel the doctor 
was, and thus a prejudice arises against the removal 
of tonsils for any reason, and at the same time the 
general prejudice against any kind of operative pro- 
cedure is increased. 

A child should never be operated on forcibly while 
struggling and screaming ; it leads to bad work and 
has a serious effect on the patient's nervous system. 
It is advisable to use general anesthesia in young 
children, but in older ones and adults, if their tem- 
perament is favorable, a local anesthetic is prefer- 
able; though at times we find that it is easier to 
operate under local anesthesia on children from four 
to six years old than on those from eight to ten 
])'ears of age. The former are innocent and unsus- 
pecting, while the latter are looking for something 
and suspicious. 

The tonsil containing diseased crypts that is most 
difficult to remove is that variety which is buried 
deeply in the supratonsillar fossa. The anatomic 
condition in the upper part of the tonsil is such that 
a large portion is embedded, so that when an opera- 
tion is performed by an inexperienced surgeon the 



lower part is removed thoroughly, but the upper one 
that is moat important and most difficult to eradicate 
is left, which will afterwards cause all kinds of 
trouble peculiar to diseased crypts. 

In tonsillar surgery it is first necessary to cleanse 
the field of operation as thoroughly as possible. 
Every operator will of course have his favorite 
anesthetic and method. If my patient is a young 
child or a nervous individual, I employ a general 
anesthetic, but whenever possible local anesthesia is 
preferable. There are several good local anesthet- 
ics, namely, cocain 1 to 4 per cent, used with a swab 
or injected, or both, or application of cocain in con- 
junction with the injection of quinin and urea hy- 
drochlorate, or alypin in any strength applied with 
a swab. Todd, when using a local anesthetic, rec- 
ommends a 1 per cent, solution of cocain, swabbing 
it into the crypts after he has cleansed them out. 
He employs adrenalin solution to prevent the gen- 
eral toxic effect of cocain. When cocain is used 
even in a 10 per cent, solution, I find that certain 
parts of the operation are apt to be painful, the 
absorption of the drug having been retarded by the 
inflammation of the parts, and I have therefore 
adopted alypin as a local anesthetic, as it can be em- 
ployed in any strength with perfect safety, and ac- 
cording to my experience is more effective than 
cocain. Adrenalin combined with cocain injection 
gives better results than does cocain alone. The 
injection of quinin and urea hydrochlorate after ap- 
plication of alypin or cocain solution I have found 
to be a satisfactory local anesthetic. 

Many technics have been presented to the profes- 
sion within the last few years. A large number of 
instruments have been devised for the purpose, in- 
cluding tonsillotomes, cauteries, scissors, knives, 
snares, various punches, etc. 

About the only excuse for the employment oi a 
tonsillotome is in the case of very young children 
where the tonsils are so large as to interfere with 
breathing and swallowing, and even then it is not 
very satisfactory. 

The galvanocautery is very effective for the re- 
moval of diseased tonsils, and at the same time you 
are not bothered with hemorrhage from it, but the 
ultimate results are not good because of the exten- 
sive formation of scar tissue, and frequently after 
the operation the patient suffers severe pain for two 
or three weeks. 

Some tonsils, after being freed from the pillars, 
can be readily removed in mass with the finger cov- 
ered with gauze, but if there is an abrasion on the 
finger there is danger of infecting it, even if covered 
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with gauze, the latter being no protection from in- 
fectious material, and if syphilis be present, it might 
give rise to a chancre on the finger. Various forms 
of forceps have been devised to grasp the tonsils, 
but many of them are of no value because the jaws 
of the instrument tear the tissues or do not hold the 
tonsil when dissecting it out with the scissors. 

Tonsillectomy can be performed by a careful dis- 
section with the various tonsil knives, but this opera- 
tion has its objections, namely, that it is tedious, 
that it requires a good subject, and that bleeding is 
very troublesome and is liable to be severe, thus 
rendering a complete removal of the tonsillar tissue 
difficult. This method is sometimes combined with 
tonsillotomy, making the latter more effective. 
When using the snare the tonsil must be loosened 
from its attachment except at its base ; then through 
the loop of the snare the tonsil is grasped firmly 
with tonsillar forceps, pulling it into the loop, which 
is drawn taut; the cutting is now accomplished by 
slowly drawing on the snare and tightening the 
loop; this crushes the vessels and makes bleeding 
less to be feared. 

Cradle's hot snare is often used for hard fibrous 
tonsils in which hemorrhage is feared. The wire is 
tightened while cold and heated to a bright red glow, 
and only when resistance is encountered to its fur- 
ther constriction do we continue the heating; no 
bleeding whatsoever occurs. 

The tonsil punch can be used to advantage when 
the tonsil is hidden behind the anterior pillars, or 
when it is necessary to extirpate the base after the 
main part has been removed. This instrument ex- 
cises each time a small piece of the diseased tonsil, 
and by this procedure the entire base can be re- 
moved, leaving clean the space between the anterior 
and posterior pillars. 

Tonsils containing diseased crypts are frequently 
hidden behind the adherent pillars. In this case it is 
necessary to dissect the pillars free by means of 
suitable scalpels and tonsil knives before using the 
punch. Careless operators in tonsils of this type 
may cut the pillars and have created the popular 
notion that the radical operation on the tonsils in- 
terferes with the voice (Moffit). If tonsils filled 
with diseased crypts are removed by a skilled oper- 
ator it improves the voice. The freeing of the pil- 
lars gives unrestricted and full motion of the soft 
palate with its dependent uvula, which thus permits 
a larger column of air to enter the postnasal space 
in vocalization, intensifying the power of the higher 
register, thus softening and beautifying the head 
tones. 



The most essential part in the removal of tonsil- 
lar crypts, from the patient's standpoint, is "Will it 
pain much?" or "Will it bleed much?" These are 
questions that you will be expected to answer ; the 
former we have discussed, the latter we will briefly 
consider. Hemorrhage from the tonsil is either ar- 
terial or a capillary oozing from the entire cut sur- 
face, or both. Capillary hemorrhage can be treated 
with styptics, tannic acid, or hydrogen peroxide; 
the stronger remedies such as chromic acid, prepa- 
rations of iron, nitrate of silver, phenol, or beech 
wood creosote are used only in extreme cases, and 
then when the galvanocautery is not at hand. 

The tonsillar artery is a branch of the ascending 
palatine, entering the tonsil through its capsule at 
about the junction of the lower and upper two- 
thirds. When these arteries are severed close to the 
capsule, the latter holds the vessels open and pre- 
vents the clot from forming in them, allowing the 
blood to flow until checked by artificial means. 
Hemorrhage may occur from cutting the anterior 
pillars, which is at times an exceedingly trouble- 
some complication. The bleeding which occurs at 
the time of tonsillar operations is due to an injury 
to the ascending palatine or its branch, the tonsillar 
artery. Hemorrhage may also result from injury to 
the branches of the lingual and superior palatine ar- 
teries. 

Some recommend that adrenalm should be used 
in every case of operation on the tonsillar crypts to 
prevent bleeding, but they seem to have forgotten 
that there is more danger from postoperative hem- 
orrhage than from that which occurs during the 
operation. Dr. Waugh, of Lx)ndon, uses chloroform 
and induces deep anesthesia; his claim is that the 
reflexes are thereby abolished and no hemorrhage 
results. When operating on a tonsil I employ an 
electric head lamp, and if the vessels bleed, use a 
pledget of cotton or gauze dipped in tannic acid, 
making firm pressure on the tonsil; if I do not suc- 
ceed readily with this procedure, I pinch the bleeding 
vessel or pick it up and ligate. In experienced 
hands hemorrhage after tonsillar operations is not 
to be feared. 

"The successful treatment of diseased tonsillar 
crypts means the entire removal of the tonsillar tis- 
sue. This necessitates the leaving of a large wound 
between the pillars." This makes it of primary im- 
portance that the throat should receive careful after- 
treatment. First it should be kept clean as possible 
by means of sprays, gargles, and mouth washes dur- 
ing the healing process. The patient should be di- 
rected to gargle his throat frequently with a good 
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mouth wash as an alkaline solution, or weak per- 
manganate solution; or 2 per cent, solution of 
Merck's sodium bicarbonate made up with 25 per 
cent, solution of a vegetable antiseptic preparation. 

In spite of thorough asepsis at the time of opera- 
tion and cleansing after-treatment, the wound- may 
become coated over with a layer of white necrotic 
tissue. Sometimes there is a little soreness follow- 
ing the operation. It is surprising how little pain 
does follow in some instances, when we consider 
that it is impossible to sterilize the buccal cavity and 
the throat. The degree of soreness following a radi- 
cal removal of the tonsillar crypts seems to be in 
part dependent on the idiosyncrasy or physical con- 
dition of the patient. If the patient has had frequent 
attacks of acutely inflamed crypts, there is more 
liability of considerable soreness after the operation. 
Postoperative infection is probably the most fre- 
quent cause of this. Infection at the time of the 
operation may also occur if cutting instruments arc 
employed, though in this age of aseptic surgery this 
cause may be considered as of infrequent occur- 
rence. 

The ideal result to be attained is to have the mu- 
cous membrane covering the tonsillar fossa smooth 
as the roof of the mouth, with no visible depressions 
or remaining crypts and the pillars free. In order 
to accomplish this it is necessary to give the tonsil- 
lar fossa a daily gentle massage. The massage is 
best Wde by means of a pledget of moist sterile cot- 
ton on an applicator. Occasionally new tissue for- 
mation is so abundant when after-treatment has not 
been carried out that it is necessary on the tenth or 
twelfth day to use a Pynchon tonsil wound rasp to 
rub off the excess granulations. 

In conclusion I wish to emphasize the following 
points :* 

1. The importance of the supra-tonsillar fossa. 

2. That the direction of the crypts in the upper 
third of the tonsil is downward and outward. 

3. The importance of the tonsillar artery. 

4. That diseased tonsillar crypts produce a foul 
breath. 

5. That diseased tonsillar crypts may be the 
source of nasal catarrh. 

6. That diseased tonsillar crypts may be the cause 
of dental caries. 

7. That diseased tonsillar crypts are injurious to 
the voice. 

7. That tonsillar crypts may be the site of tuber- 
culosis. 

9. The value of surgical treatment in this condi- 
tion. 
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THE TREATMENT OF FRACTURES OF 

THE FEMUR BY THE GENERAL 

PRACTITIONER.* 

By John A. Lee, M. D., Brooklyn, N. Y. 

Associate Surgeon, St, Mary's Hospital, 

The treatment of fracture of the femur depends 
on the location, character and extent of the injury to 
the bone ; upon the age, physical and financial con- 
dition of the individual. John B. Deaver says. "He 
who diagnoses well, treats well." So it is especially 
the case in the treatment of fractured femur. Firsts 
endeavor to find out what you have, and in the great 
majority of cases the accustomed line of treatment 
will suffice. This treatment will not be accepted by 
all my surgical friends here, but I am standing on it. 
The ability to see straight along only a few well- 
known lines will help us greatly in carrying our 
cases to a successful conclusion. 

Fractures may be classified for discussion into: 

1. Fractures of the femoral neck; impacted and 
unimpacted ; intra- and extra-capsular. 

2. Fractures of the shaft. 

3. Fractures above the condyles. 

All fractures produced by indirect violence are 
oblique and may be twisting. Fractures caused by 
direct violence may be transverse or comminuted- 
All may be compound, but it is unusual to see a frac- 
ture compound except of the shaft. 

The above classes are the types of fractures we see 
in practice and in hospital work, and the limits of 
this paper preclude a discussion of the unusual kinds. 

I will speak of but two aids to diagnosis which 
should be employed in all available casfes-^the x-ray 
and anesthesia. 

It is difficult in ordinary cases outside of the hos- 
pital to employ the x-ray, but the aid of anesthesia 
is too seldom invoked in private practice. 

•Read before the Brooklyn Medical Society, Novembci" 17th, 'ISll. 
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The other methods of diagnosis I will not dwell 
upon, but I wish to emphasize the value of anesthe- 
sia. 

Fractures of the neck of the femur are peculiar 
to the aged. Given a case of injury to the hip in an 
individual between sixty to eighty years of age, 
treat it as a fracture unless you know otherwise. 

Fractures of the femoral neck in children and 
young adults are not unusual. 

How shall we treat these fractures in the very 
aged? Let them alone. 

You all know the dangers to life in such injuries. 
Pneumonia following a fracture of the neck of the 
femur is one of the commonest causes of death in 
the aged. We have several every year at the hos- 
pital. 

Set them up in a hard bed with a sand bag to pre- 
vent eversion. If they have an impacted intra-cap- 
sular fracture they may get well with a useful limb. 
The unimpacted fracture should be treated with 
the simple Buck's splint when possible. Do not 
break up the impaction in any case of fracture of the 
femoral neck. An absolutely helpless limb results 
when portions of the ligament are interposed be- 
tween fragments of bone, just as we see in fractures 
of the patella. The only treatment for this is open 
operation. 

The treatment of fractures of the neck of the fe- 
mur in the more robust consists in well-made Buck's 
extension with or without suitable side splints. The 
success of such treatment with Buck's extension de- 
pends on attention to details, and it is the neglect of 
this that makes failures. The patient should be plac- 
ed flat on a fracture bed, or any hard single high bed, 
with several boards or a small door between the 
single hard mattress and springs. 

Do not attempt to treat a fracture of the neck or 
of any other part of the femur on a soft low double 
bed. 

The foot of the bed should be elevated from six 
to ten inches for counter-extension — ^a detail often 
neglected. The plaster, preferably rubber plaster 
on heavy moleskin, should be fitted with buckles to 
be joined to the straps on the spreader, which should 
be two inches wider than the foot to free the ankles 
from pressure. A rope passing from the middle of 
the spreader should pass through a pulley, to which 
should be attached a weight sufficient to correct the 
shortening. This may be from fifteen to twenty- 
five pounds. One or more sandbags may be em- 
ployed to prevent eversion of the foot. 

This complete apparatus must not only be used 
according to directions, but every detail must be 



scrupulously examined daily for the first two weeks. 
The patient is constantly slipping down in the bed, 
the weights become displaced, the pull becomes un- 
even, or the bandage or plaster slips. Any or all of 
these will tend to influence unhappily the result. 

After three weeks, and if the shortening is less 
than one-half inch, a cast embracing leg, hip and 
pelvis may be employed, or the extension may be 
continued for several weeks. The extension appara- 
tus or cast may then be removed, and the patient 
allowed to move his leg around the bed for a week or 
two, when he may be allowed to move about on 
crutches, gradually putting more and more of his 
weight on the injured limb. 

This routine treatment of fracture of the neck 
of the femur should be also employed in fractures 
of the shaft, with some variations. In some trans- 
verse fractures, under anesthesia and prolonged and 
powerful traction, the broken ends of the bone can 
be coapted, and anterior and posterior splints with 
extension immediately applied. Lateral splints 
sometimes aid in holding the broken ends of the bone 
together. 

In the case of fractures above the condyles, ex- 
tension may be used, or the double inclined plane. 
In case we decide to employ extension, a sand bag 
or pad must be placed beneath the lower fragment 
to prevent it dropping behind the upper. 

As regards prognosis, in 1891, Stephen Smfth, 
as Chairman of the Committee on Fractures of the 
American Surgical Association, defined a satisfac- 
tory result to be present when the shortening did 
not exceed one-half to one inch, and I do not think 
we can expect to hope for a better outcome to-day. 
The treatment I have outlined wiH, if carefully 
followed, approximate to the above results in the 
large majority of cases that present themselves in 
hospitals and private practice. In a certain number 
of these the results will be bad, and in others we 
shall have absolute failure due to the character of 
the fracture, or to the inefficiency of the treatment. 
The subject of this paper is fhe treatment of frac- 
tures of the femur by the general practitioner, and 
this is the only method that can be hopefully cm- 
ployed by him. 

If the fracture is of the unusual type, difficult to 
diagnose, reduce, or keep in position, if you are not 
getting union in two weeks, the case belongs to the 
surgeon. He may employ many other more modem 
and radical measures, which in the hands pf any 
but the experienced and skilful will result in fail- 
ure and perhaps disaster. 
23 Revere Place. 
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NEW PRINCIPLES IN CANCER THERAPY. 

Within the last few weeks the daily press has 
heralded the discovery of another cure of cancer 
by a famous German scientist. Unfortunately news- 
paper writers, as a rule, are so grossly ignorant of 
medical knowledge, so prone to let their imagina- 
tion run amuck, so anxious to create a sensation, 
that truth becomes a matter of secondary consider- 
ation. Consequently it is not surprising that this 
alleged discovery assumes an entirely different as- 
pect when the facts are understood and correctly 
interpreted. 

Briefly, they are as follows : Professor von Was- 
sermann, well known in connection with the test 
which bears his name, has sought to extend the scope 
of chemo-therapy — ^the method originated by Ehr- 
lich and so successfully utilized in syphilis — ^to the 
treatment of malignant tumors. Ehrlich's monu- 
mental researches have shown that it is possible by 
the injection of certain chemicals into the body to 
exert a destructive action upon various pathogenic 
microorganisms, without injuriously affecting the 
tissues, as exemplified by the selective specific in- 
fluence of arsenical compounds upon the spirochetes. 



Plasmodium, trypanosoma, etc. The idea therefore 
occurred to Wassermann — and quite logically — 
that chemical preparations might exist which in a 
similar manner would act specifically upon cancer 
cells without damage to the healthy structures. 
Naturally such investigation must be made on ani- 
mals, and for this purpose he selected mice affected 
with the so-called "mouse tumors," which resemble 
carcinoma in the human being, although there is 
still strong doubt as to their identity. 

As the result of a long series of ingenious ex- 
periments made by Wassermann and his assistants 
and reported in detail in the Deutsche medicinische 
fVochenschrift, December 21, 1911, it was found 
that tellurium and selenium possessed a special affin- 
ity for the cells of mouse tumors. The injection of 
soluble salts of these elements directly into the 
growth, however, proved impracticable because ow- 
ing to their low diffusive power their destructive 
action is circumscribed, the more so as such tumors 
are but poorly vascularized. It was therefore nec- 
essary to discover some compound of tellurium or 
selenium which when introduced into the circulation 
would be sufficiently diffusible to be carried to all 
parts of the cancerous growth. A combination with 
eosin, a dyestuff of the fluorescin group, was found 
to possess this requirement, this substance being 
rapidly disseminated and serving as a carrier for 
the active agent. 

The preparation finally evolved is a combination 
of eosin and selenitun, which, like Ehrlich's salvar- 
san, requires the most delicate chemical manipula- 
tion to manifest its activity. Its effect, which occurs 
after the third intravenous injection and more 
markedly after the fourth, consists in a liquefaction 
of the cancerous mass, which rapidly undergoes 
absorption, so that after the sixth administration 
only an empty sac remains and in ten days all traces 
of the tumor have vanished. No recurrences were 
observed. This is certainly a marvelous exhibition 
of curative power in a remedy, but it was found to 
have its limitations, for when employed in mice 
having very large tumors, the animals died probably 
from a toxemia induced by the massive absorption 
of the liquefied material. 

However interesting these observations — and 
they are intensely so — it would be folly to attach 
undue significance to them. Conditions are some- 
what different in mice and men, and until the sub- 
ject has been further investigated and experiments 
instituted on human beings it would be presumptu- 
ous to even hazard an opinion. Wassermann with 
commendable modesty and caution only refers to 
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the possibilities of this line of research, of which 
this is the first step. 

From what has been said it will be seen how little 
ground there is for the startling announcements in 
the lay press of a cure for cancer. It is pitiful and 
pathetic that its wretched victims should have their 
hopes falsely aroused by these ignorant and con- 
scienceless newsmongers. No doubt the quack and 
charlatan will reap a rich harvest, for human flesh 
shrinks from the knife, the only remedy that medi- 
cal science has yet to offer to the vast majority of 
sufferers from malignant disease. 



A NOTE ON THE ETIOLOGY OF 
BACKACHE. 

A gynecologist of our acquaintance was wont to 
define woman as "a constipated thing with a pain." 
Ungallant and uncharitable as this remark may 
seem, there is more than a modicum of truth in it, 
for women are notoriously forgetful in the matter 
of regularity of the bowels and suffer a great deal 
of discomfort from this source with remarkable 
equanimity. 

Backache is one of the most common complaints 
for which the physician is consulted, and one not to 
be lightly dismissed without a careful investigation 
of the history of the case, supplemented, if there 
be the least doubt of its origin, by a thorough physi- 
cal examination. To some extent, however, if of 
slight character, it may be a normal condition, so 
to speak, preceding regularly the menses in other- 
wise perfectly healthy women. As Theilhaber 
{Deut. med. Wochenschrift) points out, such pain 
may persist in a more intense degree during preg- 
nancy in women subject to it, being especially mani- 
fest after strong exertion. In general, however, 
backache is to be considered indicative of something 
pathological, whether it be systemic or local. Thus, 
for instance, after a careful search, nothing else 
may be found to account for it than a general neu- 
rotic tendency, while frequently it is due to what, 
for want of a better name, is still termed "rheuma- 
tism." Theilhaber mentions unsatisfied sexual de- 
sire or excesses in venery as etiological factors. 
Constipation, with or without hemorrhoids, is cer- 
tainly a frequent cause. 

Among the organic affections of the female geni- 
tals cancer is most commonly accompanied by back- 
ache, although it occurs quite often in other forms 
of tumor. Theilhaber thinks that of myomata the 
submucous variety is most apt to be attended with 



it. In cases of ovarian cyst, pain in the lower part 
of the back is particularly marked where there has 
been twisting of the pedicle. It is often difficult to 
determine whether the pain is due to the presence 
of disease of the uterus or ovaries or to complicating 
pelvic peritonitis. Women suffering from uterine 
displacements, particularly retroflexion, do not, ac- 
cording to this author's observations, generally ex- 
perience backache, unless the uterus becomes incar- 
cerated, and this applies as well to uterine prolapse. 



BLUE LIGHT AS AN ANESTHETIC. 

More than thirty years ago there prevailed what 
was afterwards termed the blue glass craze. All 
sorts of ailments were thought to be amenable to 
the action of blue light, and the newspapers were 
filled with glowing accounts of cures. Enthusiasm 
ran riot for a time, and then the matter dropped out 
of sight. Quite some time later there was a re- 
vival of interest in phototherapy when Finsen dem- 
onstrated the curative properties of the ultra-violet 
ray in various affections, especially lupus. Since 
then the physiological action of light has been care- 
fully investigated, and ialthough much remains to 
be learned, there can be no doubt that we are nearer 
to an appreciation of its possibilities in the treat- 
ment of disease. 

One of the most remarkable actions of light has 
recently come to our attention. In an address be- 
fore the Boston Physio-Therapeutic Society Dr. E.C. 
Titus demonstrated that blue light possessed re- 
markable anesthetic power. In his experiments he 
used a series of slender glass rods about one-eighth 
of an inch in thickness, placed side by side and tied 
together so as to form a kind of flexible mat which 
will adapt itself to various parts of the body. The 
glass must be of cobalt blue and transmit no red 
rays, this being a very important point. The rods 
are to be placed upon the area to be anesthetized^ 
and some form of white light, preferable a tungsten 
lamp, brought as closely as possible without causing 
discomfort. Strange to relate, in twenty minutes the 
part becomes insensitive, so that superficial and 
even deep incisions or punctures are no longer felt. 
This anesthesia lasts for one-half hour or more, 
and has occurred so constantly that there is no rea- 
son to believe that it is the result of suggestion or 
accident. Minor surgical operations have been per- 
formed under this method and without the least pain 
or discomfort, and there seems to be enough in it 
to merit attention. 
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GYNECOLOGICAL HINTS. 

By Ralph Waldo, M.D., New York. 

Cysts of the corpus luteum usually remain 
small in size and so very little general attention has 
been paid to them. They are of quite frequent 
occurrence and many times give rise to marked pain. 
When found they should be removed and the wound 
in the ovary closed with fine catgut. Many times 
this condition has been mistaken for appendicitis. 

In eclampsia when the cervix is rigid and it is 
found impossible to empty the uterus without se- 
verely lacerating it, vaginal Cesarean section is in- 
dicated. The wound in the cervix and uterus is 
best closed with chromicized catgut No. 2. It is 
preferable to leave the vaginal wound open about 
an inch in the median line and drain between the 
anterior wall of the uterus and bladder. The drain 
should be removed on the fifth day. 

Cesarean section in eclampsia greatly expedites 
delivery, and convalescence is very much smoother 
than when the cervix and lower portion of the 
uterus have been extensively lacerated by a severe 
forcible delivery. 

In performing Cesarean section great care should 
be taken not to perforate the bladder. This accident 
can be prevented by keeping close to the uterus when 
the bladder is being separated from it. 

In cases of operation for eclampsia ether is a much 
safer anesthetic than chloroform. In all cases 
where chloroform is used bicarbonate of soda should 
be freely given, if possible before the anesthetic, to 
prevent acidosis. It is also good practice when 
ether is given, but it is not as essential. 

In the kidney type of eclampsia, especially when 
there are no epithelial or blood casts in the urine, 
the prognosis is much better than in cases where 
there are extensive changes in the liver. 

The general treatment of eclampsia should be the 
same as in acute uremia in the non-puerperal state. 

In all cases of puerperal eclampsia the prognosis 
is grave, especially if it continues after or follows 
delivery. 

In all cases of eclampsia the blood pressure should 
be taken, and if it is above 120, it is very essential 
to institute appropriate measures to reduce it. Fre- 
quently the pressure will be 200 or above. 
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TOPICS OF INTEREST TO THE RAILWAY 
SURGEON.* 

By J. G. Dean, M.D., Dawson, Ga. 

I express but mildly my real feelings when I 
assure you that I realize most keenly my unworthi- 
ness of the confidence evinced in me when at the 
city of Birmingham, Ala., last October, you saw fit 
to elect me, in spite of my absence from that oc- 
casion, to the highest office in your gift. I shall not 
accept this as so much a compliment to myself as an 
expression of your admiration for any member of 
this Association who, by regular attendance at its 
meetings each year, demonstrates unmistakably that 
interest in the work and objects of the Association 
which should characterize every surgeon of the Sea- 
board Railway. To say that I experienced no small 
feeling of pleasure when I was handed on the streets 
of my town a telegram from the worthy secretary 
of this Association telling me that I had been select- 
ed by you, whom I have learned to esteem most 
highly at our meetings, to preside in this great city, 
made famous by the name of that immortal man 
who "on the pillars of national independence laid 
here the foundation of a great republic," is but ad- 
mitting to you my great delight at that time at the 
prospect of this honor. It is not, however, as the 
president of this great nation at the hands of some 
great political party that it has fallen to my lot to 
become your presiding officer on this occasion, but 
rather has this privilege been conferred by a body 
of men, members of the noblest of human profes- 
sions, who have consecrated their lives to humanity. 
Hence to be your president now is an honor which 
I esteem no less than to have been able to have 
occupied the chair of the "Great Father," as the 
red man would term him who presides in yon White 
House. 

I hope this will be an occasion, before it has 
ended, when every surgeon of this great system of 
railways will have shown by his presence his ap- 
preciation of the position he occupies. Not long 
since I addressed to each surgeon of the road a 
circular letter urging his presence here at this time. 
I was gratified to receive a number of replies from 
some who had not before attended a meeting of the 

* President's address read at tenth annual meeting of Association 
of Seaboard Air Line Railway Surgeons, Washington, D. C., Oct. 
17-18, 19n. 
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Association, and some who have not been frequently 
with us, saying that they would be on hand, and a 
few promised to take part in the meeting. 

There are several reasons why no one of us can 
afford to ignore this Association. What I shall say 
of these matters must of necessity be of an advisory 
or suggestive character, hence I trust you will accept 
this as such. In giving reasons for the necessity 
that should impel all of us to take a deep interest in 
the Association I must touch more or less on medical 
organization in general. Why should there be or- 
ganization of any pursuit in life ? Why should we, 
the surgeons of the Seaboard Railway, come to- 
gether at all on these annual occasions? Why 
should not each surgeon plod along in an old, well- 
trodden rut in his own way without regard to the 
fact that, there are ideas among other members of 
his profession which might perchance be of value 
to him if he but had an opportunity to learn of 
them? "Why is it that our chief exerts himself in 
every way possible to make these occasions pleasant 
to all, and at each recurring meeting urges us earn- 
estly to attend and take part in the discussions? 
Why is there not as much good reason for fostering 
with unanimity the Association as in pushing with 
determined energy every undertaking in life? I do 
not advocate organization in the same sense as is 
sometimes understood when some labor union is 
referred to, but organization is of course the re- 
verse of disorganization — ^the one means success, if 
properly followed up, the other always means fail- 
ure. What calling of mankind has achieved for 
humanity so much within the last third of a century 
as have the members of the medical profession ? By 
far the most of this great good has come from 
organization, co-operation. "In union there is 
strength." This is true in medicine as well as else- 
where. By coming together occasionally in these 
organizations we not only learn to know and ap- 
preciate each other the more, but by contact and 
attrition, as it were, we are constantly imbued with 
new thought, and are-thus better fitted for the place 
we occupy in life, not only as railway surgeons, but 
as surgeons and physicians at our respective homes. 
We are likewise thus made to see more forcibly the 
necessity of advanced education, not only in medi- 
cine proper, but in that which constitutes the foun- 
dation thereof, viz., literary attainment. 

The doctor should be among the best educated, 
most cultured members of his community, and 
should lose no opportunity to advance the educa- 
tional interest of the laity, for it is an educated 
laity of which we stand as much in need as of 



advance in medical thought and knowledge. When 
our patrons are educated the competent doctor has 
little to fear from the wily quack. 

Another matter which I think should occupy all 
of us as good citizens is the matter of every day 
politics. By concerted action through our organiza- 
tion as physicians and surgeons we can accomplish 
much in politics which will not only redound to the 
credit of the profession but to the good of mankind. 
Take a look into the halls of the State legislatures 
or into those of the National Congress, and see with 
what difficulty we meet when some bill is introduced 
which has for its object either the betterment of the 
health of mankind or the good of our great pro- 
fession! Witness how parsimonious the average 
legislator is when asked for an appropriation for 
some humanitarian end. See the difference when 
he is asked to aid in furthering a bill which has for 
its object the prevention of disease in cattle, or the 
eradication of the boll weavil. Both these things 
appeal, not to his htmianity, but to his pocketbook. 
All this must be righted by the medical profession. 
To do so we must by organization make ourselves 
felt by the politician. There is much in medicine 
which means good to mankind. If we could sub- 
scribe to the words ot the great Shakespeare when 
he says, "Throw physic to the dogs, I'll none of it," 
then there would be no need of the great sacrifices 
we make in the effort to become what we are. 

A few years ago I read a paper in this Asso- 
ciation which had for its subject "The Railway Sur- 
geon versus the Railway Attorney." In that paper 
I undertook to show that to the railway we are quite 
as important, if indeed not more so, than are the 
lawyers. I have not changed my idea of that situa- 
tion. Permit me here then to say a few things in 
all candor, for we should be candid with those 
whose interest we are supposed to care for in our 
line. I have very high regard for our most excellent 
chief surgeon. I believe he is ever ready to co- 
operate with us in all that goes to benefit the surgi- 
cal department. We are all, I dare say, faithful to 
our trust, but what has it cost each of us to become 
fitted for the position we hold, for the responsibility 
that position places upon us? What attorney of 
the road has spent nearly so much time or money 
in his preparation as has the competent surgeon 
thereof? Do not understand me to disparage the 
legal department ; not at all. I admii-e a good law- 
yer, have more than once wished I were one my- 
self. But it is the competent surgeon who is called 
upon very, very frequently to save the day for the 
railway attorney. What does that often mean to 
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the road? Thousands of dollars. There is now in 
my town pending a case against this, the Seaboard 
road. The claims against the company can be 
proven, I am fully convinced, very unjust and unten- 
able, if the case is properly managed by those into 
whose hands it will fall. As surgeon there for the 
road I happen to know certain circumstances which 
I believe will save the road many dollars if my 
advice is taken. Such circumstances will continue 
to come up all along the line and the local surgeon 
will, as said before, be worth great things to the 
road. Now, of all this we are proud, glad to be 
able to aid the road in all that is honorable, and we 
know full well that we are not asked to do other 
than what is entirely honorable. For our services 
I do not believe we are receiving proper compensa- 
tion. I can not think the great system for which 
we are giving our time and the benefit of our 
knowledge is willing to ask us to continue service 
without fair reward for what is rendered. I am 
employed in the same capacity by another road 
which, while not giving such fees as its surgeons 
desire and expect ere long to receive, gives consid- 
erably more than that received by the surgeons of 
the Seaboard. I was shown a few days since the 
fee bill of still another Southern road, and its fees 
were very close to those ordinarily charged in pri- 
vate practice, and why should not this be? Why 
should we not receive at the hands of the railroad 
fees similar to those obtained in our everyday work? 
I am sure we are well worth to the road as much. 
The Seaboard, as said a year ago by my predecessor, 
when making his address at Birmingham and touch- 
ing on this same subject, has recently had many 
troubles. During this period no surgeon was will- 
ing to agitate this important matter. But that time 
is passed as I understand it. Then why should we 
not take such steps as will enable us to lay before 
the proper authorities the real situation? If it is 
necessary to give us a salary to enable the road to 
furnish us with the inter-state passes there should be 
no objection to allowing the present exceedingly 
nominal salary to stand and simply establish in ad- 
dition a decent and reasonable fee system to apply 
when any service is rendered. 

A "workman is worthy of his hire." The doctor 
is met constantly by the stern reality that the cost 
of living is not what it was of yore. Now, when he 
starts on his rounds it must be in an automobile, 
which costs at the outset enough to purchase several 
horses and buggies, and in upkeep afterward as 
much as several of the former modes of travel. 
This is but an instance of what we are subjected 



to, and but an additional reason for increased re- 
muneration for service rendered. I offer these 
thoughts for your consideration, and hope they may 
lead to something of value to all of us. 

There is much more which I might say along this 
line and many things that might be added to the 
matter of our care for this organization, but there 
are quite a number of papers to follow on our pro- 
gramme, which will necessarily consume consider- 
able time if discussed, as no doubt they will be, and 
there is no denying the fact that all of us will desire 
to spend considerable time in enjoying the sights of 
this great city before we turn our faces homeward; 
hence I conclude by again thanking you for the 
honor you have so kindly bestowed upon me. 

THE TREATMENT OF VARICOSE ULCERS 
WITH ADHESIVE STRAPS.* 

By W. Armistead Gills, M.D., Richmond, Va. 

In looking up the subject I have been surprised to 
find that so little has been written about varicose 
ulcers, and while I am aware that the method I have 
employed in the cure of seven cases, covering a 
period of as many years, is not new, it does not 
seem to be in general use, as none of the larger 
works speak of it. This method consists in the ob- 
literation of the ulcer by properly applied adhesive 
straps, together with rest in the recumbent posture. 

The vessel usually at fault is the saphenous vein 
in the neighborhood of the internal malleolus. This 
vein is narrowed in calibre at frequent intervals, 
these contractions opening open into expanded 
pouches, which in appearance are not unlike the 
sacculations of the large intestine. 

In cases which are well marked, both the calibre 
and the length are considerably increased and these 
portions of the vein appear as tortuous masses. The 
vessel walls are very thin, their normal tone and 
resistance gone, with presence of local edema and 
pain. A trauma in such cases which would be re- 
paired under normal conditioas, usually gives rise 
to a chronic ulcer or, if sufficient, to hemorrhage. 

The ulcer may be preceded by eczema, which is 
the result of irritation and dirt, or of the friction 
of hard trousers. 

I do not think it out of place to say that varicose 
ulcers occur on the lower and inner surfaces of the 
leg, whilst syphilitic sores are to be found on the 
outer side and near the knee. 

This is a mechanical condition and should be 
treated mechanically. All of my seven cases had 

* Read at tenth annual meeting of Association of Seaboard Air 
Line Railway Surgeons, Washington, D. C, Oct. 17-18, 1911. 
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been of long standing, none of them for less than 
three years, one as long as seven. During this 
period the patients had used evaporating lotions, 
salves, dusting powders, cauterants, tonics, etc., 
without result. Three of them had taken so much 
iodide of potassium that the most easily digested 
foods were tolerated with difficulty, their digestion 
being seriously impaired. The location, history, or 
character did not suggest syphilis, nor did they re- 
spond to specific treatment. 

I find that the roller bandage with rest is recom- 
mended by several authorities, but no suggestion of 
obliterating the diseased part by mechanical means 
by the employment of adhesive straps. The elastic 
stocking is advised in the care of varicose veins to 
prevent the occurrence of ulcers, which is very 
proper, but no mention made of the wearing of it 
after their appearance or after their cure to prevent 
recurrences. I make the patient remain in bed until 
the swelling has subsided, using well directed mas- 
sage and keeping the bowels open. 

At first granulations are stimulated with nitrate 
of silver, grs. 30 to the ounce ; about three applica- 
tions are all that is necessary. Protect the ulcer by 
sterile gauze and apply long adhesive straps to the 
dry skin on either side, until the skin wrinkles well. 
Fluid will be seen oozing from the ulcer by this 
squeezing process for several days. It is preferable 
to have the foot elevated upon a couple of pillows 
until it has returned to the normal size. 

Adhesive straps used in this fashion occasion 
some pain the first few days, but this must be ex- 
pected. These straps should be changed upon alter- 
nate days, but this, of course, is left to the discretion 
of the physician who may see fit to change them 
oftener. 

The shortest time required to effect a cure in my 
seven cases was three weeks, and the longest seven 
weeks. 

One patient after being dismissed cured wore the 
stocking two years and then abandoned it, and has 
not worn it for the past three years. The last time I 
saw her, while the scar did not give evidence of 
breaking down, the entire vein was very much dis- 
tended and painful. I advised the purchase of an- 
other stocking. 

A word about the stocking. It is a little trouble 
to take the measurements, which include* the circum- 
ference just above the metatarso-phalangeal articu- 
lation ; over the instep ; one inch above the malleoli ; 
at the calf; between the calf and knee, and the 
length from the heel as high as the last measurement. 

A thin white cotton stocking should be worn un- 



derneath the elastic stocking, as it preserves the 
life of the latter and absorbs the perspiration. Both 
should be removed at night. 

The life of elastic hosiery is about eighteen 
months, the cost of the linen elastic, which is prefer- 
able to silk, is only $1.85. 

In conclusion, I wish to say that this measure is 
only intended for cases where the radical operation 
is contraindicated, or when it is impossible to obtain 
the consent of the patient when indicated. I have 
purposely waited before writing this paper in order 
that I might observe the exact conditions. In none 
of the seven cases has there been a recurrence, and 
the oldest one is now of seven years' standing. 

No. 103 North Fourth Street. 

SOME ADVANTAGES OF MEDICAL 

EXAMINATION OF RAILWAY 

EMPLOYEES.* 

By Wm. Weston, M.D., Columbia, S. C. 

The subject of this paper, from our standpoint as 
railway surgeons, at first glance may seem far- 
fetched and inappropriate, and appear more ap- 
plicable to the pedagogue in the class room than 
ourselves in our less restricted field. But we must 
remember that with him as with us efficiency is the 
watch-word, and the only standard of twentieth 
century effort. It has taken not months but years 
of research to bring us to the very threshold of 
the realization that efficiency may be attained by the 
application of scientific knowledge and methods. 
To-day we stand in the full glare of what were a 
few years ago mere ideals and dreams, and conse- 
quently, as a result of this remarkable evolution and 
development, are confronted by opportunities that 
invite us to grasp them and avail ourselves of their 
manifold blessings. 

If medical examination of school children has 
resulted in banishing the truant and the laggard 
from the school room, what might it not accomplish 
in banishing the indolent, the turbulent, the vicious 
and the incompetent from the railway service. 
Much has been thought and spoken of, but too little 
attempted, by those in charge of great vested inter- 
ests upon this subject in relation to their business; 
therefore, as a well wisher of all agencies that are 
striving or may by their presence assist in the de- 
velopment of our section, I desire to speak briefly 
of some of the most important and relative phases 
of this subject in the earnest hope that at least 

* Read at tenth annual meeting of Association of Seaboard Air 
Line Railway Surgeons, Washington, D. C. Oct. 17-18, 19U. 
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some of you may agree upon its importance and go 
forth and preach the doctrine. 

It seems no more absurd for a master mechanic to 
accept a locomotive whose valves are out of adjust- 
ment, or one of one hundred horse power when one 
of five hundred horse power is specified, than to 
select an engineer with defective vision or hearing, 
or one who is a neurasthenic, which denies him 
quick and ready perception and steady nerves. If 
the former would be unlikely, is it not true that 
the selection of a defective engineer would be ridic- 
ulous. In the former case there would merely be 
loss of power to acquire speed or draft, while in the 
latter case life and property are endangered with 
consequent results. We can anticipate the usual 
answer to this situation, namely, that such a con- 
dition does not exist. However, we must diflfer, 
and I merely recite one case from several in sub- 
stantiation 6i this position. 

Three years ago there occurred a wreck about 
sixty miles south of Columbia on a prominent rail- 
road, in which the entire train — s, fast New York 
and Florida passenger train running between sixty 
and seventy miles an hour on a straight road — ran 
into a long open switch upon which was a number 
of loaded coal cars. The train was derailed and 
several passengers injured. The engineer, appar- 
ently in a desperate condition, was taken to a hos- 
pital in Columbia. Upon thorough examination, 
conducted by several surgeons, no injury could be 
found, and it later developed that this engineer had 
been in several previous wrecks and had been a 
profound neurasthenic for years. Comment is un- 
necessary. Such cases are not infrequent. The 
writer knows of another engineer now on duty, who 
is a pronounced neurasthenic, and nothing but the 
best of good fortune can prevent a catastrophe, sim- 
ilar to the one mentioned, befalling him also. Un- 
fortunately, if his were the only life endangered, 
the matter would not assume so serious an aspect. 

From neglect to take advantage of the knowledge 
physical examination of employees would reveal, I 
believe that many times railroads have to pay dam- 
ages for injuries for which they are not responsible. 
It is true that a thorough examination at the time 
of the alleged injury may often put a check upon 
this variety of graft, as I will illustrate by the two 
following cases: 

Case 1. A brakeman fell from the top of a car, 
apparently seriously injuring himself. He was 
taken to a local hospital, stripped and examined. 
Beyond a few minor bruises no serious injury could 
be found. But an old over-riding fracture of the 



left clavicle was discovered and note made of it in 
the presence of witnesses. ScMne months later the 
man sued, and the evidence he produced of the 
injury was the fractured clavicle from which he 
says he sufifered untold pain, resulting in insomnia, 
permanent loss of strength, etc. When the defen- 
dant's witnesses were put on the stand each of us 
testified that the injury antedated the accident, the 
original notes being produced. The man was forced 
to acknowledge that he had previously had a fall 
and was hurt about the same shoulder. Of course 
a verdict was rendered for the defendant 

Case 2. P. E., a traveling salesman, was on a 
passenger train which ran oflf the track. All pas- 
sengers were asked if they were injured and all 
answered in the negative save this man, who said 
his leg was seriously hurt. He was sent to his 
home in Columbia, the leg was examined, and 
the injury was definitely diagnosed as a chronic 
ulcer of the leg of long standing. Upon further 
investigation the diagnosis has been confirmed. The 
man, I understand, is threatening suit, but I expect 
he will decide to settle, since the matter has been 
plainly discussed with him. 

Another phase of this question that is of great 
interest not merely to the railway officials but to 
the public generally, is the almost habitual unrest 
and dissatisfaction prevalent among railway em- 
ployees, resulting in strikes, disorder, and often 
violence. I do not believe that these conditicms are 
the fruits of injustice or unjust labor without com- 
mensurate compensation. We know as a matter of 
fact that hours of labor are becoming shorter, with- 
out reduction in wages. Certainly some solution 
of this matter must be found, or else railroads will 
become bankrupt. It has been proven beyond doubt 
that from fifty to seventy per cent, of school chil- 
dren in the South suffer from some more or less seri- 
ous physical defect. By the time adolescence is 
reached many of these have either been cured or 
spontaneously recovered, while some die, but the 
rest, approximately twenty-five per cent, drift into 
the various vocations oflFering a livelihood. It is well 
known that the worst of these seek employment 
offering excitement, frequent change of scene with- 
out much effort on their part. It is also well 
known that they are discontented, usually feeling 
that their efforts are neither appreciated nor ade- 
quately rewarded. Their employer is looked upon 
as their natural enemy and oppressor. Not infre- 
quently they bear the stigma of degeneracy. Upon 
investigation it will be often found that they are 
the children of alcoholic or syphilitic parents. If 
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then these facts are factors entering into this ques- 
tion, are they not worthy of consideration and in- 
vestigation. I do not hesitate to say that the most 
successful corporations are the ones that are requir- 
ing a sound mind in a healthy body as a prerequisite 
of employment. The only manner of ascertaining 
whether or not this requirement exists is by a thor- 
ough examination conducted by a competent phy- 
sician. 

To briefly summarize, some of the more evident 
advantages to be gained by the adoption of this sys- 
tem are the following: 

Prevention of accident and consequent saving of 
life and property, resulting from defective sight or 
hearing. Noting the presence of disease, individual 
habits, hereditary tendencies and evidences of de- 
generacy. A full personal history in all its phases. 

In conclusion I would urge you to investigate 
this matter without prejudice, to consider the sub- 
ject not as theoretical without practical value, rather 
the theory of the pedagogue, the sociologist, or the 
psychologist, but as one of the important agents 
looking to the solution of a very grave present crisis 
in the aflFairs of great corporations. 

REPORT OF A CASE OF COMPOUND 
FRACTURE OF PATELLA AND LEG.* 

By R. B. Epting, M.D., Greenwood, S. C. 

In 1909, G. C, colored, a former employee of the 
Seaboard Air Line Railroad Co., was beating a ride 
from Greenwood to Abbeville, a distance of about 
seventeen miles. The train was wrecked about half 
way between th6 two places, and several were in- 
jured, one of them being the patient, who was on 
top of one of the rear cars. 

Drs. NeuflFer and Gambrell, of Abbeville, were 
taken to the wreck and gave immediate service, but 
as the patient wished to return to his home in Green- 
wood, his leg was put in temporary splints so that 
he could be driven home that night. When he ar- 
rived there, I was authorized by the company to take 
charge of him. 

His knee was lacerated and the patella divided in 
two pieces, as smoothly as if cut^ith a saw. Two 
fingers could be placed between the pieces of bone. 
There was also a compound fracture near the mid- 
dle of the leg. With the assistance of Dr. Lander 
(who was then a student), who cleansed all the parts 
as well as possible outside of a hospital, the patella 

* Read at tenth annual meeting of Association of Seaboard Air 
Line Railway Surgeons, Washington, D. C, Oct. 17-UB, 1911. 



was wired together, then periosteum and skin sewed 
separately. A small opening was left for drainage. 
The broken bones in the leg were placed in apposi- 
tion, and the limb put in a fracture box. 

The leg was dressed daily for about ten days, 
when it was put in a plaster-of-Paris cast, windows 
being left so that the wounds could be dressed. He 
made a good recovery, and there is no stiffness at 
all. He has since been firing for the company. 

There was nothing unusual about the injury or 
treatment, but the results were gratifying. What 
interested me was that he was injured by the Sea- 
board Railroad and that the ccnnpany placed him in 
the hands of their surgeon. Three days after the 
accident the company withdrew from the case. If 
he had drifted into incompetent hands, or had no 
further attention, or had the results been bad, would 
not the company, then, have been responsible for 
damages? 
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Appendicitis and Colitis. — Dr. R. Toelken 
(Deut. med. Wochensch,, No. 40, 191 1; regards the 
diagnosis of acute appendicitis in the early stage as 
still a difficult matter. Sonnenburg relies upon 
blood examinations to distinguish between appendi- 
citis and intestinal catarrhs, and considers castor oil 
not only as a curative remedy in some cases, but 
also as an aid in diagnosis. Inflammatory condi- 
tions of the adnexa are found to be present in at 
least one-third of the women admitted to Sonnen- 
burg's division of the Moabit Hospital of Berlin. 
Acute gastroenteritis with diflFuse colicky pains over 
the entire abdomen, especially tenderness in ileocecal 
region, due perhaps to the participation of the ap- 
pendix in the general catarrh, may be confounded 
with appendicitis. Such cases are probably often 
regarded as appendicitis cures without operation. 
In Sonnenburg's clinic, from April li 1907, to 
January 1, 1911, 462 cases of acute appendicitis 
have been treated with castor oil with rapid im- 
provement, without operation, and with not a single 
death. In 23 other cases no relief occurred and 
immediate operation was resorted to, also without 
a fatality. Where an attack is of slight character, 
but not the first, operation is done at an early period, 
since the fact of recurrence shows that there is a 
mechanical obstruction which demands removal. To 
obtain some information regarding the later results 
in the cases treated with castor oil, letters of inquiry 
were sent to 193 patients and answers received from 
96. Of these 7 had had recurrences, 16 had been 
operated upon at a later period, and 14 still suffered 
from occasional disturbances. In 62, that is 65 per 
cent., there had been no return of the disease. 
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Transverse Incisions of the Abdomen. — Dr. C. 

F. Denny (St, Paul Med. Jour,, Dec, 1911) sums 
up the advantages of these incisions as follows: 1. 
One does not have to remember countless different 
incisions for different procedures. 2. Better access 
to the operative field. 3. A small or large space is 
easily obtained. 4. If drainage is needed, a better 
scar results. 5. Less liability to lose the packing. 
Less is needed. No shaving of pubic hair neces- 
sary. 

Hydrops of Bile Ducts.— Dr. B. Brunner (Deut. 
Ztschr, /. Chir., Bd. Ill, Hft. 4-6) reports three 
cases of obstruction of the bile ducts, comprising 
one due to pancreatitis, one to calculus, and one to 
tumor, in which there was a collection of a clear 
watery fluid or colorless pus in the gallbladder and 
ducts. The origin of this secretion seemed doubtful, 
although there was some reason to believe that it 
was derived from the pancreas. The author points 
out that when puncture of the gallbladder shows the 
presence of a fluid free from bile this does not prove 
that there is an occlusion of the cystic duct, but 
demonstrates the necessity of a thorough exploration 
of the biliary system. 

Pelvic Infections in Women. — Dr. J. F. Kuhn 
{Calif. State Jour, of Med,, Dec, 1911) believes 
that peritoneal infections of the pelvis are easily 
controlled because with the Fowler, position the in- 
fectious material is confined to the pelvic cavity, 
where toxins are more slowly absorbed than in the 
upper peritoneal regions. And in consequence, the 
system produces antibodies rapidly enough to coun- 
teract their effects. Local treatment with suitable 
antiseptics is, of course, necessary, but a curette- 
ment should never be resorted to until all signs of 
acute inflammation have subsided. Special stress is 
laid by the author upon treatment through the rec- 
tum with normal saline solution. By the method 
suggested the rectum is distended at six-hour peri- 
ods, with from one to four pints of the solution at 
105 deg. F., increasing the quantity gradually as 
tolerance for a larger amount is established. Inter- 
mittent periods of hyperemia are thus produced, 
hastening the destruction of the infecting organisms, 
inducing more rapid absorption of the resultant 
plastic lymph, and preventing the formation of the 
dense adhesions so commonly seen in neglected 
cases. This has all of the other advantages of nor- 
mal saline ; stimulating and aiding the emunctories 
in ridding the system of the products of infection; 
fortifying the system during its struggle to produce 
antibodies, and, by the action of heat, locally, re- 
lieving the patient of the distressing pain which is 
her chief complaint. 

Treatment of Tuberculous Glands with Roent- 
gen Rays. — Dr. B. Baisch (Berlin, klin. Wo- 
chensch., No. 44, 1911) reports from the Wilms' 
Surgical Clinic at Heidelberg 28 cases of tubercu- 
lous adenitis treated with the x-ray. The glands 
were either simply enlarged or suppurating, caseous, 
or ulcerated with fistulous tracts. Enlarged glands 
if treated at an early period with the rays showed 
a rapid diminution in size even to the point of com- 



plete disappearance. In the more chronic cases con- 
siderable decrease of the lymphomata was observed, 
a small hard remnant being left which consisted of 
a capsule of cicatricial connective tissue enclosing a 
central area of caseous matter. In the suppurating 
or ulcerative types of tuberculous glands a complete 
cure could not be obtained with the x-ray until after 
incision and evacuation of the pus. While in simple 
non-suppurating lymphomata Roentgen treatment is 
more slow in producing results than the operative, it 
has the advantage that small glands, which may es- 
cape the notice of the operator and yet later give 
rise to recurrences, are intensely affected by the 
rays. Moreover, recurrence can be controlled by 
resumption of the treatment, while deforming scars 
are avoided. In other types of lymphomata requir- 
ing minor operative intervention the cosmetic result 
under subsequent use of the rays is much better. 
As regards tuberculosis of bones, joints, and soft 
parts, of which 15 cases were treated, the author 
summarizes his views as follows: Radiotherapy is 
indicated in all cases of fungous disease, of the 
joints or tendon sheaths. In tuberculous disease of 
the wrist and ankle-joint the rays have a more 
marked effect than conservative surgical treatment, 
because they act upon all the diseased structures. 
This applies even to cases in which there is involve- 
ment of the bones. Particularly good results have 
been obtained in spina ventosa or disease of some 
of the metacarpal, metatarsal, carpal and tarsal 
bones. On the other hand, when applied to the 
larger joints, such as the knee, hip, and shoulder 
the effect of the rays upon the bones is very slight. 

Tabes Dorsalis as It Concerns the Urologist. — 

Dr. H. Klussman (Pacif, Med. Jour,, Dec, 1911) 
remarks that the surgeon can safeguard himself 
against many errors of diagnosis by remembering 
that the initial symptoms of locomotor ataxia may 
in certain cases be urinary incontinence, and give 
clinical manifestations strongly resembling those of 
prostatism and vesical calculi. Having these possi- 
bilities in mind, the surgeon should approach every 
supposedly renal, vesical and prostatic case with the 
greatest possible circumspection. If he obtains a 
history of syphilis he should be doubly on his guard. 
Often careful questioning reveals the fact that, al- 
though the urinary disturbance is the factor which 
is at the moment of paramount importance in the 
mind of the patient, it is usually far from being 
only one in a given case. Usually it will be found 
that the patient has for a considerable time prior 
to the urinary disturbance been the victim of fleet- 
ing pains of a neuralgic character ; that he has not 
been quite sure of his footing in making his way in 
the dark; that he sometimes pitches forward over 
the washbowl when his sight is obscured with a 
towel; and that he has occasionally seen double or 
experienced other visual disturbances. Not all cases 
of locomotor ataxia are absolutely typical, it is not 
necessary that they should be. It is enough for all 
practical purposes that the pupils do not respond to 
light while retaining their power of acconmiodation 
— ^and that the knee jerk is abolished^of diminished. 
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A Method of Bridging Over Defects in the 
Liver. — Dr. P. Clairmont, in a case reported in 
the Zentbl. f. Chir,, No. 43, 1911, bridged over a 
defect on the surface of the liver due to removal 
of a tumor by means of the peritoneal coat of the 
gallbladder. This was stripped from the gallbladder 
after its removal. The raw surface of the flap was 
placed against the liver, the serous surface being 
directed towards the abdominal cavity, and was 
sutured in place with catgut. The application of 
this flap arrested the bleeding from the cavity left 
after the removal of the tumor and prevented the 
discharge of particles of the growth into the abdo- 
minal cavity. 

Treatment of Subacute Tendosynovitis. — Dr, 

A. Bum (Wiener klin, WochenscK No. 47, 1911) 
advises massage in the treatment of subacute serous 
and serofibrinous forms of tendosynovitis, which he 
considers by far the most frequent forms. He be- 
lieves that massage causes rapid disappearance of 
the serous or serofibrinous exudate by forcing it 
into the lymph channels than the ordinary treat- 
ment. He has observed more than 1,000 cases of 
subacute and chronic tendosynovitis, especially that 
affecting the sheaths of the tendons of the abductor 
longus poUicis, adductor brevis, extensors of the 
hands and fingers, as well as the tibialis anticus, and 
thinks that the cause of this condition usually to be 
found in overexertion, as in work or active exer- 
cise. Massage in cases of six to ten days' duration 
consists in stroking the affected tendon with the 
point of the thumb directed horizontally, beginning 
at the periphery of the affected area and extending 
far beyond towards the center. The point of the 
other tfiumb is made to closely follow the first, so 
that the affected area is constantly acted upon. Only 
moderate pressure should be used. 

Surgical Treatment of Exophthalmic Goiter. — 
Dr. L. Rehn {Deut. med. Wochensch., No. 47, 
1911) considers ligation of the thyroid arteries of 
limited value in Graves* disease, whether employed 
as a preliminary measure and followed shortly by 
excision, or undertaken primarily for the purpose 
of causing shrinkage of the goiter. Owing to the 
abundant anastomosis of the thyroid arteries ligation 
of two of these vessels gives unreliable results, while 
ligation of three or even four has proved unsatisfac- 
tory and is attended with risk of injury to the para- 
thyroid bodies. Another disadvantage of this method 
is the slowness of the eflfect. Rehn believes that 
even preliminary ligation is best omitted, since by 
doing the operation in two stages the danger is not 
reduced. The three requirements in the surgical 
treatment of Graves' disease are to prevent loss of 
blood, preserve the parathyroid bodies, and protect 
the recurrent nerve. The author employs a large 
curved incision extending from the sternum below 
to a point above where the superior thyroid can be 
easily reached. After exposure of the operative 
field the sternohyoid and sternothyroid muscles are 
<livided and the sternocleidomastoid forcibly re- 
tracted, after which the superior thyroid artery is 



tied. If the capsule of the goiter is adherent, its 
separation may give rise to considerable hemorrhage, 
necessitating immediate ligation of the inferior thy- 
roid. For this reason it is better to first search for 
the large vessels of the neck and then to proceed to 
dissect out the goiter, starting at that portion which 
is in relation with the common carotid and care- 
fully lifting the gland, together with its external 
capsule, to prevent rupture of the arteries which are 
often very friable. The inferior thyroid artery 
should be exposed as far away as possible from the 
goiter. When found it should be dissected out very 
cautiously, with special attention to avoiding injury 
of the recurrent nerve, which crosses the artery. 
The vessel is best ligated proximately to the place 
of crossing. After the application of forceps the 
isthmus is divided; this almost completely cuts off 
the blood supply to one-half of the goiter, which 
can now be separated without any fear of hemor- 
rhage, although it may be necessary to carefully 
ligate all the venous trunks or even the art. ima. 
To protect the parathyroids and prevent entangle- 
ment of the recurrent nerve in the scar, a broad 
strip of the true capsule of the goiter, together with 
some goiterous structure, is preserved, this being 
sutured to the capsule of the remaining half of the 
affected thyroid. The author states that many of 
the patients can be operated upon under local anes- 
thesia, while in others ether, preceded by subcutane- 
ous injection of pantopon, proved very satisfactory. 

Volvulus. — In the treatment of this condition 
Dr. E. P. Magruder (Surg., Gyn. and Obst., Dec., 
1911) emphasizes the earliest diagnosis and the 
earliest operation thereafter if there is the slightest 
chance to save life; careful and rapid technic; re- 
section — ^always if the bowel is gangrenous — and an 
end-to-end anastomosis. In milder cases the gut is 
simply entered in the opposite direction to the vol- 
vulus. Other things being equal, the quickest work 
is the best, but to make the knuckle leak-proof is 
worthy of any man's time and of paramount im- 
portance. The frequent association of volvulus with 
strangulated hernia should be always borne in mind, 
and the coil pulled down and examined or the ab- 
domen opened when in doubt. Further advisable 
is the removal of the extravasation by gentle, moist 
sponging if possible ; by normal saline or 1 to 10,000 
silver nitrate irrigation if necessary; abundant 
drainage, preferably from the three points, cul-de- 
sac, right and left iliac fossae; rectal injections of 
normal salt solution, intermittently, -four to eight 
ounces at a time every two hours, or continuously, 
forty drops per minute ; bowel movement at the end 
of tfie thirty-sixth hour induced by mouth medica- 
tion, preferably by castor oil, and all food and 
liquids restricted until then ; the bromides for seda- 
tives ; the Fowler position, modified to the more and 
more acute angle and gradually assuming the hori- 
zontal position, or alternating the modified Fowler 
with the Trendelenburg position; the absolute in- 
terdiction of opium in any form until postoperative 
bowel movement 
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Surgical Treatment of Cancer of the Prostate. — 

Dr. H. L. Posner (Berlin klin. Wochens4:h., No. 
44, 1911) remarks that the early diagnosis of cancer 
of the prostate is very difficult on account of the 
lack of any positive means of differentiating it from 
prostatic h)rpertrophy. The most reliable informa- 
tion is obtained by rectal palpation. This shows the 
presence of marked hardness and nodular surface 
of the prostate, and restricted movability of the 
gland. On account of the indefiniteness of the 
diagnosis an exploratory incision is always indicated 
in obscure cases. Radical extirpation can be per- 
formed only by the perineal route, the lateral in- 
cision being preferred in Wilms' clinic at Heidel- 
berg. 

Operations for Cancer. — Dr. J. M. Wainwright 
{N, Y. Med, Jour,, Dec. 9, 1911) urges that opera- 
tions must be made for complete removal. A patient 
with a cancer demands heroic surgery just as one 
with intestinal obstruction. The adjacent lymph 
glands must be dissected en bloc wherever possible 
for every cancer, however small. A cancer that is 
only cut across is always made much more malig- 
nant than before. In connection with extensive 
operations, the freezing microtome cannot conscien- 
tiously be omitted. In doubtful cases it may show 
an inflammatory condition and save a needless muti- 
lation. Indeed, there are many cases doubtful clin- 
ically where the proper course can be determined 
only by this method. It may show no operation to 
be necessary or it may show us cancer where from 
clinical symptoms we should not have advised a 
radical operation for many valuable months. As 
to the x-ray, the writer's personal view is that it is 
rarely justifiable as a primary treatment except in 
those cases seen for the first time after the operable 
period is past. It is felt, however, that its use after 
operation is sadly neglected. It is demonstrated be- 
yond argument that the x-ray has a marked selective 
destructive action on cancer tissue. It is equally 
certain that this action will be greater on cells which 
are scattered, dislodged, or lying loose on the tissues 
of, for instance, the large breast wound. It is an- 
other fact that for all cases and all surgeons such 
cancer cells are left behind in the wound or its 
vicinity over one-half the time. It is equally certain 
that the x-ray can much more easily destroy these 
cells when they are simply loosely disseminated in 
the tissues than after they have attained a new foot- 
hold, a new blood supply, and formed palpable 
masses. In cancer above all other diseases we must 
employ every therapeutic resource. Wainwright 
firmly believes that no cancer operation is complete 
without the after use of the x-ray except in certain 
deep-seated cases where the ray can not be expected 
to penetrate with effect. The time to use it is, if 
possible, on the operating table, with the flaps turned 
back so that the x-rays play directly on the tissues 
of the wound where there are still cancer cells in 
the majority of cases. Then the intermittent use of 
the ray should be continued for months or years, 
according to the individual case. This is the only 



rational time. The x-ray is generally useless after 
a recurrence, that is, after the disease is again clini- 
cally apparent. In the author's opinion, the word 
recurrence is entirely a misnomer as applied to can- 
cer. It was invented by the surgeon in order to put 
the onus on Providence. No cancer ever yet re- 
curred. The same cancer simply kept on growing — 
slowly it may be, but surely. If we realized this 
fact more acutely, our methods of attacking the dis- 
ease might be improved. 

Occlusion of the Mesentery Vessels. — Dr. J. 
Gobiet {Wiener klin, Wochensch., No. 45, 1911) 
has collected from the literature 68 cases operated 
upon for occlusion of the mesenteric vessels, with 
12 recoveries, that is, 82 per cent, mortality. In 
almost all of them there were present severe symp- 
toms of ileus and often the operation was done in 
extremis. Of 29 cases operated upon for arterial 
embolism 3 recovered, and of 39 operated upon for 
venous thrombosis 9 survived. As regards the tech- 
nic of intestinal resection for this condition, the 
author advises spinal analgesia, resection as far as 
possible within healthy tissues, evacuation of the 
stagnating intestinal contents, complete closure of 
the divided ends of the gut, and lateral anastomosis 
as far away from the closed ends as possible. 

The Etiology of Retroflexion of the Uterus. — 
Professor H. Fritsch (Deut. med, Wochensch., No. 
41, 1911) has observed several cases in which re- 
troflexion occurred suddenly after a trauma. One 
of his patients, a young girl whose internal genitals 
had previously been normal, after a fall upon her 
buttocks experienced at once an intense pain in the 
lower portion of the abdomen, and an examination 
on the same day showed the existence of a retro- 
flexion. After reposition under anesthesia and the 
use of a pessary the pain disappeared, although not 
until the lapse of a number of weeks. Another of 
his patients, a hysterical girl, who also had had a 
normal painlessly movable uterus, met with a similar 
accident, which was followed immediately by violent 
abdominal pain and tenderness, persisting for 
a number of days. The uterus was found retro- 
flexed, and could not be straightened on account of 
the severe pain until she had been anesthetized. In 
another case, a woman, two weeks after childbirth, 
slipped on the stairs and fell upon her buttocks, 
which was followed by considerable retroflexion of 
the large uterus and profuse hemorrhage. Fritsch 
believes that similar conditions may result from pro- 
tracted mountain climbing with the body bent for- 
ward. He thinks that the pressure of a large retro- 
flexed uterus may be sufficient to cause parametritic 
adhesions, which may give rise to persistent pain 
and inability to work. These complications of retro- 
flexion are observed in seamstresses who spend 
many hours over the sewing machine and in piano 
players. If in such cases reposition followed by the 
insertion of a pessary or operative intervention be 
resorted to, all the existing symptoms sometimes 
vanish with startling rapidity. 
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The Vaginal Route in Cancer of the Cervix 
Uteri. — From an experience of ten years compris- 
ing 445 operations Professor Schauta {Motir 
atssch. f, Geburtsh. u. Gyndk,, Bd. 33, Hft. 6) 
is not inclined to regard the vaginal and abdominal 
methods as competing procedures, each having its 
own place. The vaginal route is indicated in cases 
of marked obesity, myocarditis, pronounced anemia, 
cachexia, and advanced age. This applies also to 
beginning carcinoma with non-involvement of the 
parametrium, where the vaginal route is preferable 
on account of the smaller risk. The chief aim in 
the future will be to reduce the primary mortality 
of each of these operations and increase the margin 
of operability by earlier intervention. 

Operations for Hernia. — Lt. CoL Ruotte, {Mil. 
Surg., Dec. 1911) recommends the following technic 
in operating for inguinal hernia: An incision, ex- 
clusively cutaneous, is made to an extent of 3 centi- 
meters at the most, exactly corresponding to the 
external opening of the inguinal canal without 
reaching th* origin of the scrotum. When the skin 
has been cut, the subcutaneous tissue appears, with 
the veins ; the forefingers of each hand, back to back, 
tear the adjacent tissue down to the inguinal open- 
ing, discover the cord, which is isolated and brought 
out on the finger. Amongst the constituent elements 
of the cord, it is easy to recognize the sac, which is 
to be separated from the other elements, tied as 
high as possible, at its origin, and divided. One or 
two catgut sutures are put in so as to narrow the 
inguinal opening, and the skin is joined with two 
silkworm sutures or with clasps. The duration of 
the operation is three or four minutes. The patient 
remains fifteen days in bed, and is fit for duty after 
about four weeks. Ruotte has discarded all the 
ordinary operations for femoral hernia because none 
of them protects against relapses. Instead of ex- 
tirpating the sac he makes use of it for obstructing 
the crural ring. After the patient has been put in 
Trendelenburg's position, an incision is made aboye 
the crural arch, and parallel with it. The skin, sub- 
cutaneous tissue and muscles are cut, until the sub- 
peritoneal space is reached. When the sac has been 
found and identified it is separated from the sur- 
rounding tissues with all necessary care, principally 
on the external side, where it is very close to the iliac 
vein. When the sac has been freed, if no contents 
can be perceived in its cavity, it is cut between two 
ligatures ; the two stumps resulting from the section 
are removed one from the other and the wound is 
sutured with metal wire. A second- incision is made 
vertically in the middle of Scarpa's triangle, in order 
to enter the cavity of the sac, into which a tent 
of sterilized gauze is inserted, in order to obtain 
union of the walls. Four or five days after, the tent 
is removed and recovery is rapid. If there are ad- 
herent organs in the sac, as soon as it has been sepa- 
rated, the surgeon makes the second incision in 
Scarpa's triangle, opens the sac, loosens the adhe- 
sions, restores the organs to the abdominal cavity, 
and then proceeds as before. 



Open Method in Treatment of Fractures. — Dr. 

E. A. Vander Veer (Alb. Med. An., Dec., 1911) 
says that while he does not wish to be thought as 
presenting a brief for the hospital treatment of frac- 
tures, he believes the time is coming, if not already 
here, when the majority of fracture cases should be 
sent to the hospital, just as we send our appendicitis 
cases, etc., for operation. In fact, the majority of 
appendix operations are a great deal easier to per- 
form than the reduction of a fracture and its proper 
dressing. 

Treatment of Acute Purulent Inflammations of 
the Joints. — From a clinical study of this subject 
Dr. L. Dreyer (Beitr. z. klin. Chir., Bd. 75, Hft. 
1-2) concludes that the application of an icebag in 
joint infections is of great value, especially at the 
beginning of the process, while in severe cases wjth 
disturbance of the general health the long con- 
tinued use of cold is not to be recommended. The 
use of the thermophore in connection with dressings 
soaked in an alcoholic solution of resorcin was 
found to have a very beneficial effect upon the 
swelling. Injections of tincture of iodin into the 
affected joint gave strikingly good results, although 
carbolic acid also proved serviceable. Of all the 
methods investigated the author prefers the follow- 
ing: Simple puncture and injection of 3 to 5 ccm. 
of a 3 per cent, tincture of iodin, together with the 
use of the thermophore and the application pf com- 
presses moistened with alcoholic solution of resor- 
cin. This treatment is indicated even in severe cases, 
of joint infection. 

Formation of an Artificial Ductus Choledochus 
by Means of a Simple Drainage Tube. — Professor 
Wilms (Deut. med, Wochensch., No. 47, 1911), in 
a paper read before the German Association of 
Scientists and Physicians, advises that in cases in 
which the choledochus has been so damaged by 
cancer or cicatricial tissue as to no longer serve as 
a channel for the bile, an artifical canal can be 
constructed in the following manner: A simple 
drainage tube is introduced into the hepatic duct 
and fixed there with a needle, the lower end being 
inserted into the adjacent duodenum. The middle 
portion of the tube lying more or less free in the 
abdominal cavity is covered with omentum or colon. 
In the course of time healing of the tissues around 
the drainage tube takes place, as could be determined 
in two cases. In one case operated upon almost 
eight months ago and in another four months ago, 
the tube functionated excellently, without the for- 
mation of an external fistula. The previous painful 
attacks due to cholangitis and adhesions disappeared 
completely. Experiments on animals showed that 
the formation of such a channel to replace the 
ductus choledochus may act satisfactorily for 
months. The method, however, is only indicated 
where it is necessary to refrain from any pro- 
longed operation, and when simple anastomosis be- 
tween the gallbladder, hepatic duct and stomach or 
intestine is either impossible or very difficult. 
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SPLENECTOMY FOR CHRONIC MALA- 
RIAL POISONING WITH 
ACUTE INFECTION. 

By C. B. KiNYON, M.D., Ann Arbor, Mich. 

At 5:30 P. M., on August 3d, 1911, I received a 
telephone message at our summer home in Les 
Cheneaux Islands from Mrs. Husband of the "Soo," 
stating that Dr. Husband had started in his auto 
for Cedarville, thirty-five miles from his home, and 
wanted me to meet him there and go back with him 
that night. Accordingly, having packed my "kit," 
I went Jn our launch three miles to Cedarville on the 
mainland, and there met the Doctor about 8 P. M. 
After a broken auto spring had been repaired, we 
left Cedarville at 10 P. M. and reached his home at 
midnight. On the way up the Doctor gave me an 
account of the case he wished me to see, during his 
efforts not to run over the rabbits in the road that 
were blinded by the glare of the headlights. The 
following is substantially the history: 

The patient was a Mrs. M., twenty-six years of 
age. She had been married five years, but had never 
been pregnant. Eight years ago, in her native home 
in Greece, she had had what she and her husband 
spoke of as a bad cold, and in accordance with the 
established medical practice of that country several 
deep slashes were made through the skin over the 
left side and leaches and cups applied to extract the 
blood therefrom. It is very probable that this ill- 
ness was the serious form of malaria so prevalent in 
the lowlands of Greece. After recovering from this 
attack she was as well as usual. She married three 
years later, and two years after her marriage came 
to this country, going directly to Sault Ste. Marie, 
Michigan, where they have since resided. Dr. Hus- 
band had been their physician ever since their ar- 
rival, but Mrs. M. had not needed much medicine, 
as she considered herself well and strong. But, as 



a matter of fact, her husband being a skilled candy . 
maker and the brothers and sisters attending to the 
store, there was very little work for her to do. In 
April, 1911, while Dr. Husband was away from 
home, she was suddenly taken very ill with high fe- 
ver and severe pain all over. The physician called 
at that time diagnosed tonsillitis, and treated her ac- 
cordingly. This was approximately the middle of 
April. When Dr. Husband returned from his visit, 
early in May, he was called to see the case and 
found her suffering from daily chills, alternating 
with fever, and often, but not every day, followed 
by sweating. At that time he detected a large, ten- 
der mass in the left abdomen, extending well to the 
median line and from the ribs to the pelvis. This 
mass was extremely tender. After a careful anal- 
ysis of the urine, together with a study o^all the 
symptoms, objective and subjective, the Doctor de- 
cided that there was an abscess of the left kidncy. 
The urine contained a large amount of albumen and 
pus, with numerous casts and kidney cells. Opera- 
tion was advised, but as the patient gradually im- 
proved, the family refused until about the middle of 
June, when she was taken worse, and they finally 
consented that she be taken to the hospital. On 
June 16th, Dr. Husband made the usual lumbar in- 
cision and evacuated at least a quart of pus. To- 
gether with this pus was a good deal of broken down 
tissue that looked to the eye and felt very much 
indeed like kidney tissue. Drainage was kept up 
for several days, and about the third week she left 
the hospital and soon after this the wound entirely 
healed. She had no chills or fever after the opera- 
tion, slept well and gained flesh, until about the 
first of August. At that time the Doctor was called 
and found her suffering from a very severe chill, 
followed by fever with a temperature of over 105. 
This was followed by sweating, and the pain was 
more severe than in the former attacks and con- 
tinued night and day, though more acute at some 
times than others. The Doctor ascertained at this 
visit that she had been having chills at intervals for 



Digitized by 



Google 



34 



jouRN^Lol^^suR^ Splenectomy for Chronic Malarial Poisoning. 



FsBauABT, 1912 



a few days before, of which he had not been noti- 
fied. On August 2d he sent her again to the hos- 
pital, with the idea of removing the left kidney, as 
the symptoms were similar, but more severe, than 
at the previous attack. It was with this idea in mind 
that the Doctor came for me. 

We saw her early on the morning of August 4th, 
and found her with a very severe congestive chill. 
Her temperature was not quite 96, the pulse very 
weak and thready, and her face pinched and blue — 
a condition indicating a very serious state of affairs, 
indeed. This was the most severe chill that she 
had ever had. Upon slight examination we readily 
found a very large hard mass filling the epigastric 
and left hypochondriac regions and reaching down 
to and filling the left side of the pelvis. On a level 
with the umbilicus this mass was very prominent, 
extending over to the right linea semiltmaris, and 
was very firmly fixed ; in fact, it was absolutely im- 
movable, but not very tender, except at the lower 
part. This tender area extended to and actually dis- 
tended the left flank or lumbar region. We remarked 
at the time that it felt for all the world like a large 
spleen, but on account of her previous history we 
were rather inclined to the idea that it was a large 
tuberculous kidney, although there was the charac- 
teristic splenic notch on the right anterior border 
of the tumor. The extreme lower end of this mass, 
as already stated, was quite tender and not as hard 
as the remainder. We at once decided to operate 
as soon as she reacted from the chill. By noon the 
temperature was 106 and the reaction well estab- 
lished. We therefore had her prepared for opera- 
tion and set 2 P. M. as the time. I was ably assisted 
by Dr. Husband, and Drs. Bennett, Webster and 
Ennis. Dr. Bennett, who is especially skilled in 
giving anesthetics, soon had her under the ether. 

As anticipated, we found very extensive adhes- 
ions about the old line of incision. Therefore a 
long cut was made to afford plenty of room. The 
usual line of incision was followed, and it was ex- 
tended well down on the inner side of the iliac crest 
and well back to the spine, and close to the twelfth 
rib. Her condition was so serious that we felt im- 
pelled to work very rapidly. The mass was soon 
reached, and by loosening the firm adhesions on all 
sides of the original wound with scissors, I was soon 
able to crowd the hand well up under the ribs, close 
to the spine, and found the kidney up very high, 
but easily separated from the mass, and to our sur- 
prise the kidney felt normal. We saw at once that 
we had an enormous spleen to deal with, and the 
question came to our minds, whether she could stand 



the shock of a splenectomy in her present condition, 
for removal of the spleen is always a serious opera- 
tion. We at once decided to proceed and take out 
what we could, or at least locate and empty the ab- 
scesses. The next question to solve, and very quick- 
ly too, was as to whether the tumor could be re- 
moved through this lumbar incision, or whether we 
must make the usual incision in the left linea semi- 
lunaris. But as time was the all essential factor in 
this case, it was thought best not to change her po- 
sition, and I simply made a large "Y" incision by 
extending the lower cut and making another well up 
along the margin of the ribs toward the cardiac end 
of the stomach to give sufficient room to work. By 
the greatest of good fortune I was able to push the 
peritoneum from the upper end of the spleen on all 
sides without entering the abdominal cavity. After 
loosening and separating the peritoneum I succeeded 
in cutting the gastro-splenic ligament, which anchors 
the spleen to the stomach, and the lieno-renal liga- 
ment. The latter fixes the spleen to the posterior 
abdominal wall and the left crus of the diaphragm, 
and also sends some fibers to the kidney and to the 
suprarenal capsule. The gastro-splenic ligament 
does not carry very large bloodvessels, but still it is 
very essential to sever it close to the spleen and not 
use sufficient force to tear it, as this would be liable 
to lacerate the bloodvessels and these would retract 
before they could be secured and the bleeding be 
rapidly fatal. This anatomical fact made promin- 
ent a very formidable proposition in this case, as I 
was going in from the back rather than from the 
front, and thus could not well reach the vessels 
to tie them. These, by the way, come from the 
cceliac axis. In dealing with the lieno-renal liga- 
ment, still more care is required, as the splenic ar- 
tery runs in this ligament along the upper border of 
the pancreas. The vein runs a similar course, but 
is a little lower, and just behind the head of the 
pancreas it joins the superior mesenteric vein, there- 
by becoming a part of the portal circulatory system. 
After these two ligaments were severed; I found 
that the mass could not be lifted or tilted out so 
as to reach the vessels of the pedicle and secure 
them. What was to be done ? Time was precious, 
and as yet the peritoneal cavity had not been opened. 
But I saw at once that this mass could not be re- 
moved without entering the peritoneal cavity. As 
the lower end of the mass was much the larger, I 
at once turned my attention to this, and knowing 
that there are no large bloodvessels in this part, 
used considerable force in digging out (for this is 
literally what was done) this mass from the iliac 
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fossa, where it was firmly anchored to the bone. I 
very soon found myself in the peritoneal cavity, 
and also observed that a large portion of the omen- 
tum was fastened to and had a well established cir- 
culation with the spleen. In trying to lift this out 
of the pelvis my fingers penetrated or ruptured the 
spleen, and over a pint of foul smelling pus poured 
out. Of course, I was continually forced to clamp 
arteries, both at this point and up near the stomach 
and diaphragm, as well as in the omentum. These 
were tied off at once and dropped back into place. 
It was now possible to lift the whole mass out suffi- 
ciently to grasp the pedicle. Before cutting this I 
tied off all the vessels that could be reached, using 
very large sized catgut, as the smaller sizes cut off 
the vessels and therefore would not control the 
bleeding. Those which could not be reached and 
ligated I secured with clamps and then removed the 
spleen. The remaining vessels of the pedicle and 
in all parts of the wound were secured, which of 
course required more ligatures. I was forced to re- 
move a considerable portion of the omentum with 
the spleen, and the omental vessels were all tied and 
the omentum dropped back into place. The deeper 
parts of the wound were now sutured with catgut, 
which also completely closed the peritoneal cavity. 
The deeper fasciae at the upper and lower part of 
the wound were approximated with catgut. The 
remaining portion of the wound was firmly packed 
with gauze, and above and below this packing the 
wails were coaptated with silkworm gut. The pa- 
tient was returned to bed forty-five minutes from 
the time of the first incision, so you can readily see 
that we did not do much deliberating, but worked 
with all possible speed. 

The patient had but a slight chill the next day, 
and has had none since. Of course it took several 
hours for her to rally from the shock, but at the end 
of twenty-four hours she was fully conscious, and 
had a fairly good pulse. For the first seventy-two 
hours there was very copious oozing from the 
wound, but no bright blood. Some of the packing 
was taken out on the fourth day, and the remainder 
of the original packing was removed on the sixth 
and eighth days and then replaced daily; but less 
was used each time. The wound closed very rapidly 
and was firmly healed early in September. She has 
been well since then, has gained in flesh, and nbw 
weighs fifteen pounds more than ever in her life. 
She has done all of her own work since October 1st. 
Her kidneys are normal. The blood count is sub- 
stantially normal in every particular. When first 
removed the spleen was three inches thick (the 



lower end before rupture being four inches thick). 
It was 4J4 inches wide and 8^ inches in length. 
We found a large scar on the convex or outer bor- 
der of the spleen, opposite the hilum, where the for- 
mer abscess had been opened in June. We left or- 
ders to have the spleen weighed, but this was not 
done. It surely weighed four pounds. After evac- 
uating several of the abscesses throughout the sub- 
stance of the spleen and shrinking it in formalde- 
hyde for three days, we were able to crowd it into a 
two quart Mason fruit jar and bring it home with us. 
The report of Dr. Warthin, the pathologist at the 
University of Michigan, is as follows : 

"Anemic infarcts of varying stages. Infected ab- 
scesses in varying stages. Spleen does not show leu- 
kemic changes. Chronic passive congestion. It 
shows increase of stroma, suggestive of old malarial 
spleen. Patient had either a malignant endocarditis 
or pyemia with some other focus." 

A letter recently received from Dr. Husband states 
that she does not and never 1:as to his knowledge 
suffered from any heart trouble whatever. This, 
together with the report of the pathologist, leads us 
to the conclusion that in this case the cause of the 
infected spleen was the old attack of malaria and 
the recent severe attack of tonsillitis. The poison 
entered through the tonsils, and this, together with 
the malarial toxin, produced the conditions which we 
found. Had I the space at my disposal I would 
gladly go more into the details of this case, discuss 
the general topic of infective conditions of the 
spleen, and outline the indications for resort to sur- 
gery in the treatment of splenic diseases. But suffice 
it to say, in closing, that it is now pretty well estab- 
lished that a spleen enlarged from leukemia is not 
to be operated upon as a rule, while enlargements 
of this organ from the various forms of infection 
are amenable to surgery. 



Fracture of the Greater Tuberosity of the 
Humerus. — Dr. E. Melchior {Beitr. z, klin. Chir,, 
Bd. 75, Hft. 1-2) states that, according to Wies- 
zytka, this variety comprises 3 per cent, of all frac- 
tures, 20 per cent, of fractures of the humerus, and 
50 per cent, of typical fractures of the upper end 
of the humerus. Hence its occurrence must be con- 
sidered more frequent than was at first assumed 
before the time of x-ray examinations. In view of 
the frequently indefinite symptoms the existence of 
this fracture can often only be positively determined 
in this manner. In the treatment Melchior recom- 
mends early mobilization. In 20 cases an ideal 
result was obtained in 7 and a satisfactory result 
in 9 cases. 
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THE MARGIN OF SAFETY. 

By E. J. Melville, M.D., St. Albans, Vt. 

In looking over the records of the St. Albans 
Hospital for the past decade, I have been gratified to 
find the death rate so low from surgical interven- 
tion of all kinds. This showing is especially grati- 
fying when we take into consideration the fact that 
most of the cases were of the emergency type ; that 
our equipment has been and is still very meager; 
that the work has been done by general practition- 
ers, and that, lastly, people in a country district 
are prone, for one reason or another, to allow their 
surgical lesions to assume desperate proportions 
before relief is sought. 

It is the purpose of this paper to briefly discuss 
the means by which we may still further lower our 
mortality record, that "When our summons comes 
to join that innumerable caravan" we may, depart- 
ing, leave records in this little hospital, showing 
that we have lived to some purpose. 

To accomplish this object we should begin by 
closer observance of what Mekzer calls "the factors 
of safety." To this end we should lose no oppor- 
tunity of improving our metliods of diagnosis, en- 
deavor to shorten the time of operation, handle the 
tissues as little as possible, and give the smallest 
amount of anesthetic compatible with the holding 
of the patient in a state of surgical relaxation. 

J. Irving Mears has well said : "To-day the pa- 
tient requiring surgical treatment enters the hospi- 
tal, private or public, constructed upon methods 
the most modem, and with full equipment for per- 
fected work. From the door of the entrance he 
passes frcMn department to department, submitted 
in each to critical examination, and finally reclines 
upon the operating table, a transparent body into 
which and through which the eye of science has 
penetrated, revealing the hidden morbid condition, 
the significance of which the trained- intellect of 
the expert has fathomed." While we may never 
see our hospital equipped with a modem x-ray ap- 
paratus and laboratory, still it is within the realm 
of possibility that by working as a team instead of 
singly, we may in the next few years show as low 
a mortality rate as that of any more favored and 
larger institution. 

Let us always remember that the good results of 
one member of the staflF reflect credit first upon 
himself, secondly, upon the hospital, and lastly 
upon every one connected with it. Therefore let us 
put aside all petty jealousies and work toward a 
common end. 



Realizing that all of our surgical cases of malig- 
nant disease of the stomach and intestines have suc- 
cumbed at the time of or subsequent to operation, 
is it not within the limits of possibility, that had we 
accurate methods of diagnosis at hand, surgical in- 
terference in the pre-cancerous stage might have 
had a far different ending? It may further be 
asked whether it is not our duty, when we consider 
the gain we have made in the care, prevention and 
treatment of tuberculosis since we have taken the 
public on as assistants, to instruct and educate the 
laity, by word of mouth and through the daily prints, 
to the eflfect: "Chronic irritation causes normally 
an increased production and activity of the epithelial 
elements, obeying the natural law of compensation ; 
when this process fails to stop, — when compensation 
is complete, and continues to develop and to invade 
other tissues — ^we have cancer. An injury causes 
activity of the connective-tissue cells for the pur- 
pose of repair. When this activity fails to stop at 
the point necessary for repair and continues riot- 
ous production and invasion of the surrounding 
parts, we have sarcoma." (W. J. Mayo.) 

Let us impress upon our patients the necessity 
of a careful watch for evidence of degeneration in 
moles, warts, nevi and congenital defects of all 
kinds on account of tlie frequency of secondary 
cancer (Keen). In this way will the patient with 
the surgical lesion come to operation early enough 
to guarantee him a better chance of ultimate recov- 
ery. 

Unfortunately many of our patients are still im- 
bued with the idea, that a hospital is in the same 
category with the slaughter-house, and are only per- 
suaded to accept hospital treatment when their dis- 
ease has advanced beyond the domain of surgery. 
Influenced by the entreaties of their friends and 
relatives to do something, we have operated. This 
operation has not only failed to eradicate the dis- 
ease, but increased our death rate, and was perhaps 
the means which deterred other friends of the pa- 
tient, suffering irom a similar condition, from ap- 
plying for surgical relief, and drove them into the 
net of the quack and the charlatan. 

The hall-mark of the master surgeon of the fu- 
ture will not be the number of operations he has 
done, but the number he has refused to do ; not the 
organs he has removed, but those which he has 
saved. 

The "margin of safety" of our patients would be 
augmented could we in a given case and at a mo- 
ment's notice make a blood count in our abdominal 
cases; make a Wassermann in all bone lesions; 
demonstrate the Plasmodium in the blood or obtain 
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a positive Widal reaction before we curette our 
puerperal cases; get a knowledge from a frozen 
section of the pathology while yet our patient is on 
the operating table; use normal blood-serum pre- 
liminary to operation on our hemorrhagic and jaun- 
diced cases; employ the direct transfusion of blood 
in suitable cases; cystoscope the bladder, catheter- 
ize the ureters, or make any of the delicate tests 
for renal efficiency; make use of the x-ray, the 
esophagoscope, the bronchoscope, the electro-car- 
diograph — in short, of all the scientific apparatus 
which adds so much to the results of the surgery 
of to-day. 

Undoubtedly the laboratory diagnostician and the 
clinician are working hand in hand, yet I believe 
there is too much reliance placed upon instruments 
of scientific precision and laboratory diagnosis and 
that many of the <tests are not confirmed by the 
surgical findings. Is it not possible that the sig- 
nificance of the pulse was better interpreted be- 
fore the advent of the thermometer ? 

Undoubtedly healthy organs are so constructed 
that they are prepared to stand greater strain than 
the usual routine of daily life and the ordinary op- 
eration under anesthesia, but when we come to the 
extraordinary operation in a handicapped individ- 
ual, we must .endeavor to exercise all precautioiis 
known to science, in order to give this patient as 
great a "margin of safety" as possible. 

"The margin of safety" in the ordinary patient 
and in the handicapped subject may best be dis- 
cussed under three headings, namely : 

1. The pre-operative treatment 

2. The operation itself. 

3. The post-operative treatment. 

Jt is generally conceded by the leading surgeons 
of the present day, that the majority of patients 
suflfering from a surgical aflfection do better ulti- 
mately if operated on first and their general health 
looked after during convalescence, but persons suf- 
fering from chronic alcoholism, diabetes, enlarged 
prostate, cardiac lesions with poor compensation, 
renal inefficiency, anemia from acute hemorrhage, 
or from chronic disease, overwork, toxemia, shock 
from traumatism are given a greater margin 
of safety if subjected to a careful preliminary pre- 
operative treatment. 

It is not within the limits of this paper, nor has 
the writer the apparatus, the technical skill or 
knowledge necessary to discuss intelligently the 
merits or demerits of the work done in the past 
few years in diagnosticating exact lesions in essen- 
tial organs, hitherto inaccessible to the art of sur- 
gery ; yet an article of this kind would not be com- 



plete without a word of commendation to the men 
whose labor, genius and mechanical skill has 
brought to the door of the humblest country sur- 
geon such marvellous instruments of scientific pre- 
cision. 

Regarding the operation itself, we should aim 
at a removal of the pathological condition which 
causes the symptoms in the way best fitted to 
eliminate, as far as possible, all factors which di- 
minish "the margin of safety" of the patient. 

Crile, in his classical address before the Vermont 
State Medical Society on "Anoci-association," 
taught us the wisdom of keeping from the patient 
the knowledge of the time of his operation and of 
all sights and sounds of the operating room. The 
Mayos, on the other hand, teach that an air of 
mystery surrounding the time set for operation and 
the fact that the patient is not allowed to see the 
operating room lead him to believe that his opera- 
tion is a very serious affair or that the operating 
room is such a horrible sight that he cannot be 
taken there until asleep. This increases the ele- 
ment of fear and defeats the very purpose for 
which such policy was mainly intended. 

The majority of patients express a desire to see 
the operating rocMn, and the sight of it and the ob- 
servation of so much care and attention on the 
part of everybody connected with it inspire him 
with confidence; consequently he approaches his 
operation with the feeling that nothing is neglected 
that might add to his safety. Again many wish the 
attendance of their friends or spiritual adviser up- 
on the morning of operation, to give them addi- 
tional courage. 

As to the practical side of Crile's theory I have 
nothing to say, as my knowledge of it was gained 
only from his many valuable contributions to the 
medical press, but a three weeks' observance of the 
Mayo plan convinced me that the work of this 
clinic has done much in removing from the minds 
of the laity the horror of an operation. 

It may seem strange, at first thought, that meth- 
ods so diametrically opposed should produce equal- 
ly good results, and we may well wonder that a 
world-renowned surgeon gives his patient several 
preparatory scrubbings, uses much catharsis and 
starvation preliminary and subsequent to operation, 
administers opiates for pain, keeps his patients in 
bed three weeks after every laparotomy, sends 
them out of the hospital well trussed up with a 
tight bandage, and attributes his wonderful suc- 
cess to his attention to details ; while, on the other 
hand, another equally famous surgeon gives the 
skin no preparation until the patient is on the table, 
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then dry shaves, scrubs with benzine and paints 
with two coats of iodin, allows his patient to eat 
his ordinary light supper the evening prior to oper- 
ation, permits any diet subsequent to its perform- 
ance that is desired, employs no cathartic for forty- 
eight hours prior to operation and only an enema 
to empty the bowel on the morning it is done, 
gives no post-operative cathartic, passes the rectal 
tube for gas pains, washes the stomach every four 
hours for nausea when required, forces his pa- 
tients to get out of bed in two days and out of the 
hospital in five days without a binder, and still gets 
ideal results. The only explanation of this appar- 
ent paradox is that any method in the hands of the 
master works well. 

Undoubtedly the greater the confidence of the 
patient in the surgeon in attendance, the less will 
be his fear and anxiety and there is no greater art 
in the field of surgery than that which has for its 
purpose the elimination of fear. 

In the case of some extremely sensitive patients 
it would be better to induce the anesthesia in their 
own room or in one adjoining the operation room, 
but speaking generally, much time is saved and less 
anesthetic is employed when the patient goes to 
sleep on the table, and I believe if this argument 
was used few, if any, would object to being ether- 
ized there. 

Many surgeons give a hypodermic of morphin 
and atropin in all their cases preliminary to gen- 
eral anesthesia, while others resort to it only in 
their thyroid patients. The writer has observed a 
few cases where such hypodermics were blamed for 
bad respiratory action during anesthesia, for the 
failure of the patient to wake up promptly from 
the anesthetic, and for a continuance of shock. 

The writer has advocated for a number of years 
the necessity of having a trained anesthetist at- 
tached to every hospital, but it was not until a re- 
cent visit to the Western clinics, that he realized 
the vast difference between the etherizing of in- 
ternes and that of skilled anesthetists, who are paid 
well for their work and who are kept on year after 
year, thus becoming more and more expert in this 
important specialty. 

The anesthetist should be chosen as such for 
ability only. He should I believe be a physician, as 
he may have to decide at a moment's notice whether 
to give a hypodermic of nitroglycerin or one of 
strychnin and atropin, according to whether the pa- 
tient is "going bad" from hypertension or hypo- 
tension. He should know that the patient should 
be surgically relaxed, and yet be cognizant of the 
fact that total muscular relaxation will involve the 



diaphragm, seriously impair respiration, and if con- 
tinued cause respiratory depression. He should 
understand that it is an analgesic rather than an 
anesthetic condition that appeals to both surgeon 
and patient, and many times the latter will be able 
to carry on quite a conversation, showing a func- 
tionating mentality and still be relaxed and insen- 
sible to pain. 

The skilled anesAetist always errs on the side 
of safety, and in his hands it is no uncommon sight 
to see a patient struggle occasionally while the cut- 
ting is being done or complain of the last stitches, 
but the breathing is thoracic, not abdominal, the 
bowels are not thrown into the field at each breath, 
the face is not livid, the jaws not locked nor the 
breathing stertorous as is so often the case when 
the patient is getting too much ether and not enough 
air. 

We must also condemn the man who brings his 
patient to the table in a trance-like condition and 
keeps him thus during a long operation. Nine 
times out of ten that patient is drenched with the 
anesthetic, and his margin of safety, during and 
subsequent to operation, very much diminished. 

While ether is the anesthetic of choice with 
many, still some eminent suigeons, notably Crile 
of Cleveland and Bloodgood of Baltimore, favor 
nitrous-oxid-oxygen, and employ it extensively in 
their clinics. The Mayos, after using nitrous-oxid- 
oxygen in 1,000 consecutive cases, condemn it in 
no uncertain terms as being expensive, cumber- 
some, difficult of manipulation, inefficient in deep 
abdominal work and more dangerous than ether. 

If a patient died under ether a few years ago, we 
shook our heads unless the can bore the label of 
a certain firm. However, since most of the large 
clinics are using other brands of ether, we are be- 
ginning to see the futility of paying a large sum 
extra for the name. 

A great change has come about in the feeding of 
the patient prior to operation. AH authorities agree 
that the stomach should be given sufficient time to 
empty itself before general narcosis, yet Hunter 
has proven beyond a reasonable doubt that the 
starvation of a patient for many hours prior to 
operation is very deleterious to his welfare. He 
shows that vomiting is not of nervous origin nor 
caused by food remnants, but is a toxic acidosis due 
chiefly to interference with the liver by the ether 
or chloroform. He advises allowing the patient a 
full diet until the night previous, then gruels of 
barley or rice up to within two or three hours of 
operation. These gruels permit the liver to store 
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up glycogen, thus increasing the combustion proc- 
ess in that organ. 

The inhaler used at most of the clinics at pres- 
ent is the Mayo-Ochsner, which is covered with 
stockinette and boiled after each operation, that 
the inspired mucus may not become infected. For 
the same reason the nose, mouth and throat should 
receive careful attention and be placed in as sterile 
a condition as possible, in order that no foreign 
particles may be inspired while the patient is un- 
conscious or semi-conscious. 

The drop method of giving ether is best used by 
cutting out the top of the can and a wedge-shaped 
piece out of the cork, into which opening is placed 
a narrow strip of gauze. Tilting of the can will 
then control the flow. Making a pinhole in the can 
and allowing the ether to be thrown on the inhaler 
in a fine stream is not the drop method. 

It is usually taught that silence in the etherizing 
room while the patient is being narcotized is essen- 
tial. This I believe militates against a rapid nar- 
cosis, as the unnatural silence may lead the patient 
to believe that his case must be desperate indeed. 
The family physician or the anesthetist should give 
the patient what is known as a moral anesthesia, 
e. g., encouraging him to sleep and talking to him 
gently, telling him of the many, many persons who 
take ether, etc., while the surgeon and assistants go 
about their work of preparation as if nothing un- 
usual was occurring. 

Chloroform, although unpopular for general nar- 
cosis in the Northern States, is the anesthetic of 
choice in cases of artefial spasm, where the heart 
is hypertrophied to meet the strain. In these cases 
the blood pressure is high, and ether or nitrous- 
oxid-oxygen by increasing arterial tension might 
cause rupture of a cerebral bloodvessel. In hot cli- 
mates chtoroform is used almost exclusively on ac- 
count of the high volatility of ether. 

In operations about the face and brain anesthesia 
is continued by chloroform dropped on a piece of 
gauze and held to the patient's nose on a pair of 
long handled sterile forceps; although here again 
Crile has shown his resourcefulness by an invention 
whereby the ether may be sprayed into tubes in- 
serted into the nostrils and held there by loose pack- 
ings of gauze. 

In diseases affecting the efficiency of the kidneys, 
lungs or liver, I believe chloroform is safer than 
ether, yet we must admit that volume for volume 
the former is more irritating to those organs than 
the latter. Chloroform kills in the open, ether 
stabs in the dark, the patient dying of anuria, pneu- 
monia or acetonuria days, possibly weeks, after 



operation. The writer is aware that the foregoing 
is contrary to modem views, but in more than a 
.score of years, using and abusing chloroform, he 
has yet to see a death that could be attributed to 
its intelligent administration. When the therapeu- 
tics of chloroform narcosis is as carefully taught in 
our clinics as is that of ether, then will this useful 
drug come again into its own. 

Contrary to the usual teachings, the table is placed 
in the reversed Trendelenburg position in opcr- 
tions upon the thyroid, for the convenience of the 
operator and on account of the fact that a small 
amount of anesthetic only is required when the 
brain is anemic. 

The trained anesthetist should have on hand and 
be well grounded in the physiological action of the 
different respiratory and cardiac stimulants, and 
should be the only one who should say when their 
exhibition is indicated. He should be provided with 
solutions to use intravenously where indicated and 
understand how to practice artificial respiration 
without disturbing the field of operation. 

The preparation of the operative field, the gowns^ 
instruments, the surgeon and his assistants is be- 
coming simpler every day, and the writer is of the 
opinion that in a few years the only antiseptics used 
in the modern operation will be fresh air, heat> 
sterile soap and water. 

In watchii^ the master surgeons at work one is 
impressed by the fact that their apparent speed is 
not made so much by doing the essential things 
rapidly as by leaving undone the non-essential 
things. 

As the danger of infection is in direct proportion 
to the number of assistants present and to the num- 
ber of instruments used we should aim to dispense 
with as many as possible. 

Since we have learned that tying the stitches 
too tightly shuts off all circulation, causing slough- 
ing, and pressure necrosis, secondary hemorrhage 
is rare. 

Unless "the margin of safety" is large we should 
not try to do too much at one operation. Better 
have the patient come back the second or even the 
third time than to take any unnecessary risk. 

TMe after-treatment of each case is a law unto 
itself, but, generally speaking, if the patient re- 
ceives careful preparation, as little ether as possible, 
and the time of operation and tissue handling are 
reduced to a minimum, very little post-operative in- 
terference is needed. 

In discussing the death-rate from operative in- 
terference, let us not forget to reckon the morbidity 
of the patient who recovered from the direct effects 
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of operation, but where it did not fulfill the pur- 
pose for which it was mainly intended. How many 
of our discharged cases have died outside the hos- 
pital from a rapid recurrence of the disease for 
which they were operated on? How many have 
come to us for operation and then gone to the other 
doctor to complain ? Has that neurasthenic, whose 
psychical diseases disappeared subsequent to oper- 
ation remained well, or has she slid again into the 
"slough of despond," thus injuring the Cause? 
Surgery is too serious an agent to be used as a 
means of psychotherapeutics. 

In our cases that have died subsequent to oper- 
ation, let us ask ourselves, could we have saved 
life by employing different methods? Had we de- 
sisted from administering chloroform, during the 
struggles and stormy breathing of our patient,, 
could we have gauged more accurately the amount 
of anesthetic we were using, and thus saved this 
life? Had we insisted upon those plethoric drink- 
ing a gallon of water the day prior to operation, 
thus diminishing the proportion of fibrin in the 
blood, would we have avoided those cases of pul- 
monary embolism? Had I done a Caesarean with 
competent advisers and assistants, instead of a 
craniotomy, would I have avoided killing the babe 
with the eventual death of the mother from a com- 
bination of exsanguination, shock and sepsis ? Had 
you made your diagnosis early in ruptured ectopic 
pregnancy, would you have saved your patient? 
Could we have foreseen, before general peritonitis 
developed, that the rigid abdomen covered a torn 
intestine, would an immediate section and repair of 
the rent have gained a victory ? Have we ever re- 
moved generative organs and thereby condemned 
some potential mother to a barren life or to a living 
death from disturbed mentality? Had we waited 
for reaction to set in before we did those amputa- 
tions, would we have given such patients a better 
chance for life? Had we drained that tubal abscess 
through the posterior fornix, instead of through the 
abdominal wall, would we have found that well of 
pus in our postmortem examination? Would non- 
operative treatment, consisting of Fowler's posi- 
tion, Murphy's proctoclysis, rectal feeding and gas- 
tric lavage, or, in other words, would Ochsner's 
treatment have saved those purulent fulminating 
cases of appendicitis? Would it not have been bet- 
ter for the cause of surgery had we refused to oper- 
ate on all cases in extremis? Is it better to be 
blamed for over-eagerness by the laity or to be 
called a coward by your own conscience? These 
are the questions that disturb our slumbers and pre- 



vent nature from knitting up the raveled sleeve of 
care and, like Banquo's ghost, will not down. 

Have we profited by our failures or do we suf- 
fer from that most common affection of the oc- 
casional surgeon, elephantiasis cerebri, the cardi- 
nal symptom of which is the delusion "that the 
king can do no wrong"? 

In conclusion let us not forget that the medical 
immortal of the future will not be the internist 
whose marvellous exactitude points out the flaw in 
the human mechanism, nor the surgeon whose skill 
adjusts the delicate machinery to a perfect co-or- 
dination, but the self-abnegating scientist, who will 
strike the loathsome fetters of malignant disease 
from frail Humanity by his great discoveries in 
preventive medicine. 

SOME WIDELY DIVERGENT VIEWS 
ANENT SPECIFIC URETHRORRHEA. 

By Q. W. Hunter, M.D., Louisville, Ky. 

The writer wishes to disclaim any pretense to 
the possession of unusual knowledge or extraordi- 
nary skill in any branch of medical practice, and par- 
ticularly does he not claim any distinctive ability or 
especial erudition in the department of urology. 
However, no apology is offered for anything in this 
dissertation which may appear hypercritical relating 
to an affection said to have been first described by 
a Chinese Emperor over four thousand years ago 
(Hoangty, about 2637 B. C), and which with its 
'complications and sequelae has probably been writ- 
ten and talked about more extensively than any 
other single malady afflicting the genus homo. 

The reason for utilizing the designation "specific 
urethrorrhea" in the superscription is that the writer 
does not recognize as being correct the terms gonor- 
rhea, blennorrhea, and urethritis, which are almost 
universally and interchangeably employed by medical 
practitioners throughout the world, for the reasons 
that: 

(a) Gonorrhea simply signifies a "flow of semen," 
presumably from the meatus urinarius (or urethra) 
of the human being, but the word does not neces- 
sarily so indicate ; 

(b) Blennorrhea merely denotes a "flow of mu- 
cus" from (mucous) glands, but has no especial ref- 
erence to the urethra or any other organ or structure 
of the body ; 

(c) Urethritis can only mean an inflammation, 
which may be either acute, subacute, or chronic, of 
the anatomic structure to which the word owes its 
origin. 
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Literally and essentially the term "urethrorrhea" 
signifies any flow or discharge from the urethra — it 
may be of mucus, semen, pus, or other material — 
and to adequately describe a discharge of pathogenic 
and specific origin, the addition of "specific" seems 
imperative. Therefore, the writer believes specific 
urethrorrhea is preferable to any designation hither- 
to suggested to represent the evident meaning in- 
tended by the words gonorrhea and urethritis as 
commonly employed. And in the female, if the va- 
gina as well as the urethra be implicated, the proper 
appellation would naturally be specific vagino-ureth- 
rorrhea. 

With this explanation let it be understood that the 
words gonorrhea and urethritis as utilized herein are' 
merely to preserve in some degree the original dic- 
tion of the authors whose contributions are cited, 
not that the writer for a moment admits the correct- 
ness of either term. However, as elsewhere stated 
(International Clinics), common usage has qaused 
general acceptance of the terms gonorrhea and 
urethritis as being permissible, even if technically in- 
expressive and totally incorrect. 

Much has recently been written anent the tremen- 
dous advancing strides made in every branch of med- 
ical science during the last few decades, due to the 
increase of medical specialism and multiplicity of 
(so-called) specialists, the discovery and exploitation 
of new remedies, vaccine- and sero-therapy ; like- 
wise the extraordinary multitudinous benefits which 
have accrued to humanity because of vastly im- 
proved methods of diagnostic and operative technic, 
etc. However, despite all these reputed develop- 
ments, discoveries and improvements, there occa- 
sionally appear in medical print under the names of 
prominent authors statements which are so absurd, 
so ridiculous, that even a novice could hardly fail in 
detecting the obvious errors, and certainly no ex- 
perienced' practitioner could think of permitting 
them to pass entirely unobserved ; e. g., it is said that 
so great a genito-urinary authority as Keyes in one 
of his books recommends an extended trip across the 
ocean, or a sojourn in the mountains, for the cure 
of chronic, intractable, so-called gonorrhea, the nat- 
ural inference being that change of climate and 
scenery will have a beneficial influence upon the 
disease, i. e., will eliminate the ubiquitous germ of 
Neisser from the system.* And not many months 
ago a prominent Southern medical gentleman, chair- 
man of the surgical section of a large medical so- 
ciety, made the following astounding assertion : "I 
believe gonorrhea is a self-limited disease, and that 
if we just give it time it will get well of its own 



accord. The reason the disease continues is because 
patients do not take care of themselves in the matter 
of sexual intercourse, and if you put these men to 
bed, they will get well of themselves in a limited 
time."* Another author insists that improper in- 
jections used by ignorant hands constitute the chief 
cause of prolonged and complicated attacks of gon- 
orrhea, and reports several cases at French Lick 
Springs (Indiana) which recovered without any 
local treatment, "by simply observing rules as to 
diet and habits," and drinking copiously from what 
is known as the Bowles Spring, the water of which 
has a powerful diuretic action! * 

Statements like the foregoing, even though they 
may emanate from presumably educated and prom- 
inent medical gentlemen, certainly remind one of the 
Dark Ages in Medicine; they carry one back even 
beyond the period when specific urethrorrhea was 
considered a "flow of semen," or a "flow of mucus" 
from the urethra, indeed to the "running issue out 
of the flesh" mentioned in ancient biblical history! 

In the Hg^t of present scientific knowledge, it 
would be diflicult to imagine anything more absurd 
than thfc views accredited to the authors mentioned. 
If it be true that specific urethrorrhea is strictly self- 
limited, i. e., a malady which will get well of its own 
accord in a limited time, or if not really self-limited 
can be cured by change of climate or the ingestion of 
large quantities of mineral water, then the queries 
seem pertinent : 

(a) Why the necessity for the most erudite bac- 
teriologists in the world having devoted years of in- 
vestigation and painstaking study to detection and 
isolation of the fons et origo malif 

(b) Why the necessity for numerous prominent 
observers having devoted even a greater number of 
years in attempted perfection of rational and ef- 
fective means and methods of curative treatment? 

(c) Why the necessity for the multitude of text- 
books, elaborate monographs and theses which have 
been written anent the disease ? 

(d) Why do some of the most learned and eru- 
dite medical observers in the world seriously ques- 
tion the curability of the disorder in either the male 
or female ? 

(e) Why do serious and even fatal complications 
sometimes accompany or follow in the wake of the 
disease if it be so simple and easily curable? 

(f) Why do many of the foremost surgeons and 
gynecologists in the world admit that from 50 to 90 
per cent, of all pelvic inflammations in the female 
are due to specific (venereal) infection? 
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(g) Why, also, do the same authorities admit that 
50 per cent, of all sterility in both male and female 
is due to the disorder under consideration? 

(h) Why the necessity for suggesting the estab- 
lishment, equipment and maintenance of special hos- 
pitals in which venereal patients may be properly 
isolated and adequately treated? 

(i) Why, indeed, is the institution of any treat- 
ment essential ? Why not keep the venereal patient 
in bed (as the gentleman from the Southland recom- 
mends) until such time as the disease is dissipated 
by limitation? 

(j) Or (according to Livermore), as suggested 
by Keyes, why not send such patients on an extend- 
ed sea voyage, or prescribe a prolonged trip to the 
mountains, if the Neisser germ can be thereby elim- 
inated and a cure thus effected ? 

(k) Finally, if nothing else than copious ingestion 
of diuretic waters be required, why not induce the 
prc^rietors of health resorts (springs) to sufficient- 
ly mlarge their institutions and increase their facili- 
ties to accommodate the thousands of venereal pa- 
tients that they may be drenched with diuretic wat- 
ers until cured? 

If the gentlemen quoted be not totally erroneous 
in their premises, how is it possible to in any meas- 
ure reconcile their views and make them agree with 
evidence deduced from the experience of nearly ev- 
ery other medical authority in Christendom whose 
qualifications entitie him to express an intelligent 
opinion upon the subject of venereal disease? To 
further emphasize and illustrate the absurdity of the 
ancient ideas referred to concerning specific ureth- 
rorrhea, it may not be inappropriate to interpolate, 
without personal comment, the recorded views of a 
few other observers. 

"Gonorrhea will never cure itself, and when onpe 
it has developed, God only knows when it is going 
to stop. I have a man as a patient who had gonor- 
rhea twenty-six years ago, and for twenty-four 
years he has been a straight, upright, decent man. 
He has never been outside of his household during 
that time for the purpose of sexual intercourse, and 
I find active gonococci in the prostatic secretion to- 
day I" * 

Gonorrheal vaginitis is and ever has been the bete 
noir of the gynecologist. Rebellious to treatment, 
the pharmacopoeia has been ransacked to furnish 
remedies to control the disease, and not with the 
best of success.* 

Not many years ago it was the prevailing popular 
and professional opinion that gonorrhea in both 
male and female was a trivial affair. To-day promi- 



nent gynecologists hold the disorder as the predom- 
inant cause of pelvic trouble, many genito-urinary 
specialists state that it is scarcely curable unless 
treated early, ophthalmologists refer to it as an im- 
portant cause of blindness, sociologists treat of it as 
a prime cause of sterility, and even medical men 
lecturing to students on moral topics set it forth as 
an incurable, often fatal, and always terrible 
scourge of civilization, more to be dreaded than 
syphilis.* 

Gonorrhea is much more serious in women, not on 
account of the severity of the immediate symptoms 
but its sequelae and the far-reaching havoc it may 
work. The almighty gonococcus has a tortoise-like 
'manner of woridng its way into the uterus where it 
may do comparatively littie harm, but it migrates 
into the tubes and ovaries, and when these are in a 
state of suppuration one is always inclined to think 
of a specific origin. The majority of laparotomies 
in women arc made necessary by invasion of the lit- 
tie gonococcus. Some of our authorities tell us 
that gonorrhea is absolutely incurable, and the late 
protean manifestations thereof certainly lend con- 
siderable favor to that opinion.* Gynecologists state 
that a large percentage of their work in the female 
pelvis is due to the havoc of gonorrhea innocently 
contracted.* 

Gonorrhea and its complications form 90 per cent, 
of venereal diseases. Medical statistics rate over 
85 per cent of all adult males as present or past 
sufferers from the disorder. Gonorrhea is the cause 
of 60 per cent, of all uterine and sexual disorders in 
women. Very few women (or men either) of loose 
sexual morals escape gonorrheal infection. Gonor- 
rhea is always communicable, and each attack ren- 
ders a person more liable to future attacks. It causes 
80 per cent, of infantile blindness and 20 per cent, 
of all blindness. It often gives rise to impotence 
and frequently deprives its victim of his ability to 
beget children. Gonorrheal germs have been known 
to invade every part of the body except the liver, 
spleen and intestinal tract. Gonococci have been 
known to remain for years in the human body with- 
out giving evidence of their presence, and yet re- 
tain their power of infecting others.* 

Cecil believes gonorrhea is doing more harm to the 
people at large than cholera. It ranks high in the 
list of fatal diseases. This matter has received the 
attention of gynecologists, and most of them assert 
that a large percentage of pelvic diseases in the fe- 
male is due either to gonorrheal or puerperal in- 
fection. If half the examples of pyosalpinx be due 
to gonorrhea, that means a large number of serious 
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cases, many of which end fatally even when treated, 
by the most skillful surgeons." Gonorrhea is ahnost 
an incurable disease in the female." 

Noeggerath considers specific urethritis in the 
male incurable. He believes that when apparently 
cured it really has only become latent, and the wife 
is almost always infected. She may thus acquire an 
inflammation of the mucous membrane extending 
from the vagina to the ovaries. Tait claims that 
acute specific urethritis is not to be unhesitatingly 
discriminated, and is certain that hundreds if not 
thousands of instances occur annually in which seri- 
ous and even fatal mischief is done thereby, the vic- 
tims of which are entirely unconscious of the pri- 
mary infection. Some of the best authorities who 
deal with specific urethritis among men say it is 
never really cured. Modern gynecologists have un- 
earthed the conclusion that specific urethritis is a 
fatal and terrible scourge to women. Lydston de- 
clares it needs but a casual survey of its morbid pos- 
sibilities to convince one that it is a serious affec- 
tion. It is an undeniable fact that specific urethritis 
is the most dangerous of the venereal diseases, for 
through the medium of its sequelae and complica- 
tions it is the cause of more deaths than can be just- 
ly attributed to the direct or indirect influence of 
syphilis." 

Neisser admits that in woman the infection may 
invade the entire internal genitals, the uterus, tubes 
and ovaries, and that peritonitis may result. Such 
conditions often endanger life and necessitate re- 
moval of the uterine appendages. And undoubtedly 
50 per cent, of all childless marriages, and limiting 
of the number of children in families, are due to 
gonorrhea and its sequelae.". 

Hyde and Montgomery claim gonorrhea and its 
complications have a greater mortality than s)rphilis, 
and Moyer declares that since the gonococcus has 
been isolated and cultivated it has been found that 
general infections are frequently caused thereby. 
Pleurisy, meningitis, myocarditis and peritonitis 
(and gonococcemia?) have all been identified; so 
gonorrhea is not purely a local disorder. Accord- 
ing to twenty-four prominent American and for- 
eign gynecologists 41 per cent, of pelvic inflamma- 
tions in the female are traceable to supposedly 
cured gonorrhea in the male, and sterility is pro- 
duced in 42 per cent. Hirst and Robb believe ster- 
ility is the rule where infection has occurred ; Ham- 
ilton and Kreutzmann say sterility results in every 
case where the ovaries and tubes are attacked, and 
Czemy claims 50 per cent, of sterility in the fe- 
male is due to the husband's gonorrhea." 



The question when is gonorrhea cured cannot be 
answered. It will probably never be known when 
a man whose urethra has become infected with this 
disease ceases to be a dangerous person to those 
with whom he may have sexual relations. Many 
patients recover, but there are others who do not, 
and some of the latter certainly do infect their 
wives. Noeggerath stated (in 1872) that 90 per 
cent of men having gonorrhea infected their wives, 
and that men so infected never recovered." 

Sanger claims that where the infection has long 
since been extinguished, there are left in the tissues 
numerous characteristics, even specific signs, which 
he terms "residual." The residual signs may af- 
fect the vulva, urethra, vagina, uterus, adnexa, pel- 
vic peritoneum, the parametrium, and rectum. He 
ascribes vulvitis, adenitis, urethritis, endometritis, 
metro-endcxnetritis, salpingitis, and nearly all the 
inflammatory diseases of the vagino-uterine tract 
as due to residual gonorrhea." 

Tait admits that a man really never gets cured 
of gonorrhea. Under stimulus of wine or women 
it will come back and be infective. From the enor- 
mous number of cases of damaged uterine append- 
ages that have come under his care in the young 
married women who have remained sterile he is 
almost disposed to believe it unjustifiable for a 
man who has ever suffered from this disease to 
enter the married state." 

Gynecologists regard the gonococcus as the cause 
of urethritis, cystitis, ureteritis, pyelitis, and de- 
structive kidney lesions. Through invasions by way 
of the genital canal vulvitis, vaginitis, endometritis, 
salpingitis occur, and their sequelae are found in 
hydrosalpinx, pyosalpinx, ovaritis and pelvic peri- 
tonitis. Through invasion via the blood, the joints 
and bloodvessels are affected, life is threatened and 
health impaired, all causing the gynecologist to con- 
sider gonorrhea a more serious malady than syphi- 
lis. The latter may be cured, but gonorrhea can 
not." 

The fact that men lose their lives, their eyes 
and their minds from gonorrhea should suffice to 
stamp the disease as certainly far worse than a 
mere cold; but that innocent women and children 
are daily sacrificed to this microscopic Juggernaut 
makes it the most dangerous disease with which 
humanity has to contend." 

Investigating gonorrhea and sterility Benzler fol- 
lowed the histories of three thousand soldiers who 
were infected during service. Of 474 marriages 
of those infected with simple gonorrhea, he found 
10 per cent, without children after three years of 
married life; of 111 marriages of men who had 
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epididymitis (one side) 23.4 per cent, were ster- 
ile; of 24 marriages of men who had double epi- 
didymitis 41.7 per cent, had no children, and 52.5 
per cent, had only one child. Unfortunately, says 
the author, sterility is only one of the many evils 
following gonorrhea.** However, Wilson says that 
while gonorrhea does frequently prevent concep- 
tion, he does not believe it is by any means a uni- 
versal rule. If Noeggerath's statements were liter- 
ally true, sterile women and fruitless marriages 
would be far more common, and increase of the 
race would be markedly lessened, for there is a 
surprisingly large percentage of men, judging from 
his experience, who if they confessed the truth, 
have suffered at some time with gonorrhea." 

Christian believes, with Taylor, that gonorrhea 
may be, and often is, one of the most formidable 
diseases that can attack man." It is unsafe for a 
physician to promise a cure under ten to sixteen' 
weeks, and even then complications may occur 
which will still further lengthen the disease to many 
months.^ The prognosis as to the time when a 
cure may be expected must always be guarded.** 

The prevalence of gonorrhea and its frightful 
ravages are brought to the notice of the gynecolo- 
gist almost daily. The gonococcus infects not only 
• the vulva, urethra, bladder, rectum, vagina and 
uterus, but also the Fallopian tubes, ovaries and 
pelvic peritc«ieum, and may lie dormant for years 
in many of the tissues, notably the vulvo-vaginal, 
Skene's urethral, cervical and utricular glands, 
ready to infect or reinfect any healthy mucous 
membrane. Undoubtedly the prime cause of ster- 
ility in both man and woman is the gonococcus." 

According to Bumm gonococci may remain viru- 
lent in the genital tract from five to ten years." 
And Sinclair says every woman who has suffered 
from gonorrheal peritonitis is barren." 

Strange as it may seem, there still exists consid- 
erable confusion and disagreement concerning the 
etiology of specific urethrorrhea. When the germ 
of Neisser was isolated and described it was pre- 
sumed the last word in this direction had been said, 
but clinically this does not appear to have proven 
true. While the majority of observers admit the 
specificity of the Neisser germ, there remain not a 
few prominent practitioners who doubt in toto 
what they denominate as the "bug" theory, i. e., 
that the so-called gonococcus is the essential fons 
et origo mali, on the basis that they have never 
seen the ''bug," that they treated hundreds of cases 
of gonorrhea long before bacteriology (bug theory) 
had attained the present stage of development and 
perfection, and effected as many permanent cures 



.as th^ erudite specialist of to-day can with all his 
improved methods and theories, that they never 
owned a microscope and did not require one to 
make a satisfactory diagnosis, that if they were to 
see the Neisser germ with the naked eye they would 
doubt their visual acuity, and if they observed it 
through the lens they would doubt the accuracy of 
the microscope! Even so eminent an authority as 
Lydston, who usually approaches questions of this 
kind with unusually sound sense, is accredited with 
the statement that he believed gonorrhea like chan- 
croid was really a filth disease continually arising 
de novo in women." Authors too numerous to 
mention assert that the germ of Neisser is the re- 
sult rather than the cause of the disease, and even 
if present originally it represents only one of the 
etiological factors, that the streptococcus and other 
organisms are invariably found in every case of 
specific urethrorrhea. Per contra, there is the 
ubiquitous bacteriological expert (so-called) who 
attempts to defend the dictum that every malady 
which aflFlicts humankind — from corns to hemor- 
rhoids, and from freckles to bunions — ^has its ori- 
gin in a pathogenic germ! The views of the vari- 
ous authors concerning the never-ending etiological 
and. bacteriological controversy are so numerous 
and diversified that to attempt to enumerate and 
classify them would be a hopeless task. 

While, as already shown, specific urethrorrhea 
has been known and studied for over four thou- 
sand years, there is unfortunately still no consensus 
concerning its most rational and appropriate treat- 
ment. Nearly every drug in the pharmacopoeia has 
at some time or other been recommended and em- 
ployed internally or locally, and a remedy which 
is apparently successful in one instance may have 
no effect in another. Only one feature in connec- 
tion with treatment will be considered in detail, 
viz., the so-called abortive method. 

O'Neil claims that methylene blue administered 
internally will cure gonorrhea in from four to 
seven days. To the diplococcus, which is the spe- 
cific cause of the disease, it is especially fatal. The 
pyogenic bacteria which make gonorrhea a mixed 
infection succumb promptly to this germicide." 

In the abortive treatment Englebreth employs 
silver nitrate solution (1 to 200), practicing copi- 
ous lavage of the anterior urethra. Twenty-four 
hours later he makes a second lavage (1 to 500). 
This completes the active measures. In four to six 
days the urethra recovers from the irritating effects 
of the application." 

Lyons reports over four hundred cases of gonor- 
rhea treated by his so-called abortive method, 95 
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per cent, being cured in six days, many in twenty- 
four hours! The author remarks: "When I say 
that the disease was cured in twenty-four hours, 
I mean that no gonococci were seen in the secretion 
at and after that time. It takes from five to ten 
days for the urethra to be restored to its normal 
condition." He injects a 4 per cent, solution of 
silver nitrate into the urethra to be retained about 
three minutes. If germs are still found in twenty- 
four hours, another injection of a 2 per cent, so- 
lution is given, and twenty-four hours thereafter 
a 1 per cent, solution is injected if necessary. If 
the disease be not then aborted, or as the author 
says, "if the gonococci have not entirely disap- 
peared by this time," it is useless to proceed fur- 
ther, the abortive treatment is abandoned and the 
symptomatic plan pursued.** 

Hutchinson always uses abortive measures and 
has never observed any ill consequences. Com- 
plications are rare. He claims that if the patient be 
well purged there is no risk in the abortive treat- 
ment from the day the case c6mes under obser- 
vation, and that he would as soon think of delay- 
ing use of loca^l measures in gonorrhea as he 
would in purulent ophthalmia." 

Routier, in the acute stage of gonorrhea, does 
nothing beyond having the patient wear a suspen- 
sory bandage and take an alkaline bath every three 
days for ten days." 

On the other hand, Casper advises against all 
abortive treatment as not accomplishing the desired 
effect but favoring the occurrence of complica- 
tions. The symptoms of the disease do not appear 
until some days after the gonococci have penetrated 
the urethral mucous membrane. The introduction 
of instruments into the urethra during the acute 
stage — so long as a florid, purulent 'discharge is 
still taking place — is contra-indicated, as are also 
injections that induce irritation of the urethra or 
aggravate existing inflammation." 

While the elaborate paper of Dowd contains 
nothing particularly new, his conclusions are of 
considerable importance : 

(a) Ninety-nine per cent, of patients can be 
cured. 

(b) Examine the urine visually every time you 
see the patient ; 

(c) Soothe his delicate mucous membrane by 
very weak solutions, rather than irritate it by in- 
jections which, if used, certainly do; 

(d) Never use an instrument except the cathe- 
ter until the urine contains only shreds floating in 
a clear liquid ; 

(e) Never discharge a case as cured until the 



urine is the same as before he had the trouble, viz., 
clean; or, if one or two small shreds be present, 
examine carefully to see they contain no pus or 
gonococci; you may save some woman's tubes or 
ovaries and unspeakable suffering; 

(f) Don't use the electric light to impress the 
patient with your greatness. If not called for, it 
is a positive damage; 

(g) Silver nitrate will not cure every case, but 
it will cure 96 per cent, and is the remedy par ex^ 
cellence; 

(h). Adhere to cleanliness, and by this I mean 
sterilization, for germs are the cause of inflamma- 
tion, and the introduction of unclean catheters, 
sounds and the like will cause the same." 

There is also considerable difference of opinion 
on the question of immunity to specific urethror- 
rhea. So far as the writer can ascertain from the 
records Bloom was the first to suggest that a pre- 
vious cured attack conferred a certain degree of 
immunity on the patient. However, even before the 
famous Ricord's time it was known to occasionally 
happen that foHowing deposition of the then so- 
called specific virus in the vagina of the female, 
the next male to have intercourse with her might 
contract the disease, whereas his successor tw coitu 
would escape! After citing several examples to 
substantiate his contentions, which may or may 
not be correct, Bloom concludes : 

(a) -That a previous cured case of gonorrhea 
gives a certain amount of immunity to a patient; 

(b) That the older the man, the less his liability 
to gonorrhea; 

(c) That after the age of thirty a man who has 
had gonorrhea may in many cases have sexual con- 
nection with safety with women who would be 
certain to communicate it to younger me.i whose 
urethrae have not been rendered to some degree 
immune by previous gonorrhea." 

Jadassohn does not believe in the theory of im- 
munity, but remarks that the liability of different 
persons to contract gonorrhea varies to a remark- 
able extent. In a review of his paper the editor of 
Treatment (London) says some persons always 
contract urethritis, from impure connection, while 
others are less vulnerable and escape. There is 
doubtless no general immunity of the systrm ren- 
dering one organ immune to the discharge from 
another organ affected with gonorrhea, but that a 
certain degree of immunity is conferred on the mu- 
cous membrane of the urethra is in accordance with 
clinical experience. A first attack of gonorrhea is 
nearly always more Severe than subsequent at- 
tacks, and as a rule the later infections diminish 
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in severity. This would seem to be explained to a 
great extent by a certain degree of immunity being 
acquired by the mucous membrane, although of 
course there are other factors, such as the degree 
of virulence of the source of infection, and also the 
idiosyncrasy of the patient" 

On the other hand, Schall claims it is well- 
known that persons giving a history of former gon- 
orrhea have a certain predisposition for this affec- 
tion, and during the course of different inflamma- 
tions of the urethra discharges are clinically very 
difficult to distinguish from the sensual drop some- 
times observed." And another writer asserts that 
one attack renders a person thereafter more likely 
to contract the disease.* Valentine cites evidence 
to prove that however long a man may escape gon- 
orrhea, his immunity is only fancied and he may 
fall a victim to the disease at any time while he 
continues a life of immorality. He concludes that 
there is no real immunity.** 

The scope and intent of this dissertation not per- 
mitting further discussion of the etiology, sjrmp- 
tomatology or treatment of specific urethrorrhea, the 
writer reserves the right of expressing his personal 
opinions thereon dextro tempore. However, it 
may be said en passant that his views are in prac- 
tical accord with the majority, i. e., that specific 
urethrorrhea, instead of being, as Keyes, Martin, 
et al., would have one believe, a simple self-limited 
local affection, is an exceedingly grave disorder in. 
both male and female, fraught with danger in the 
acute stage, doubtfully curable after having become 
chronic, and sometimes accompanied or followed 
by complications and sequelae which constitute a 
serious menace to life. 
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BACTERIAL VACCINES IN WOUND 
INFECTIONS. 

By G. H. Sherman^ M.D., Detroit, Mich. 

The successful treatment of infected wounds is 
an important factor with the general practitioner 
as well as the surgeon. As a result of the general 
application of aseptic methods, wound infection is 
of infrequent occurrence after operations, being 
chiefly observed after accidental injuries. Most 
abrasions of the skin met with in everyday life 
are so slight that they are disregarded and usually 
heal withouit any special attention, but not infre- 
quently infections from virulent pathogenic organ- 
isms set in, and what appeared a trivial affair be- 
comes a serious matter. If an exact record could 
be had of the deleterious results from slight in- 
juries due to this cause, the showing would, no 
doubt, be appalling. Almost every physician has 
seen cases that were permanently crippled or lost 
their lives as a result of not bringing such infec- 
tion under control. 

Not appearing serious, many of these cases are 
treated with home remedies before the family phy- 
sician is consulted. By this time the infection has 
usually extended beyond the reach of local appli- 
cations, and constitutional resistance to the invad- 
ing organism must be depended upon as the most 
important factor in treating the case. In extensive 
injuries a physician is usually called to treat the 
fresh wound, but even in such cases when all pre- 
cautions in cleansing it are observed infection fre- 
quently takes place. Often wounds arc lacerated 
or penetrating so that securing an aseptic condition 
is impossible. 
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When an infection once exists the question of 
establishing an immunity against the invading or- 
ganism is a very important one. If the infection 
spreads rapidly accompanied by much inflammatory 
swelling and pain, it is evident that the immunizing 
mechanism is not responding adequately. In such 
cases we usually have fever and considerable con- 
stitutional disturbances, which we would naturally 
infer to be an expression of the immunizing re- 
sponse, buA from actual experience we find that 
this is not the case. In very toxic cases the infec- 
tion spreads most rapidly and when not brought 
under control will end in death. This would clearly 
indicate that the immunizing response depends on 
some other factor besides the toxic element in the 
infective process. Here is where the vaccine treat- 
ment comes to the rescue in treating these cases. 
When an adequate number of killed germs are in- 
jected under the skin the systemic response is not 
toxic but distinctly immunizing in effect, while the 
reverse is often the case with a progressive infec-^ 
tion. 

Various explanations have been proposed to ac- 
count for this action of bacterial vaccines. Prof. 
T. E. Leary (Boston Medical and Surgical Jour- 
nal, Oct. 6, 1910, p. 529) suggests : "It is possible 
that there is some selective action in absorption, so 
that certain beneficial stimulating substances may 
not be taken up by the lymph stream from the 
focus of infection." Prof. James G. Collisoin 
(Medical Record, June 24, 1911, p. 1137), in at- 
tempting to explain this special immunizing influ- 
ence of vaccine in general infection, suggests that 
by subcutaneous inoculations of dead organisms 
these bacterial proteids are brought in great concen- 
tration into contact with those connective tissue 
substances which seem to be most active in the 
production of anti-bodies, and that the tissue-cell 
energy under the stimulus of these dead germs is 
expended in the production of anti-bodies, while in 
the progressive infection much of the cell energy 
is used up in combating the living organism. 

It would appear that in a progressive infection 
the toxic materials produced by the living germs 
so irritaite the surrounding tissues that as a conse- 
quence of the swollen condition the necessary im- 
munizing substances are not absorbed, while the 
toxic materials allow the infection to spread; on 
the other hand, when a vaccine is injected under 
the skin the dead organisms do not cause enough 
reaction to hinder the absorption of the immuniz- 
ing substances produced. This would indicate why 
these vaccines are harmless when used with ordi- 
nary precautions in advanced acute infections. 



When this special immunizing influence of vac- 
cines is once generally recognized they will no doubt 
be universally applied as a means of healing in- 
fected wounds. An essential element in the suc- 
cessful application of the vaccines is early treatment 
— ^the earlier the better. In this way the immuniz- 
ing mechanism will be stimulated and an immunity 
established before much harm is done. In extreme- 
ly toxic cases of advanced infections, where there 
is much constitutional disturbance, not so much 
should be expected, but even here the results are 
often marvellous. No case should be looked upon 
as hopeless unless the patient is in a state of col- 
lapse. As long as there is a fairly good pulse and 
suflicient vitality to give some hope of recovery 
the vaccines will be of benefit. 

In the treatment of wounds the possibility of 
tetanus infection should always be kept in mind. 
This may be determined by the character of the 
trauma and the surrounding conditions where the 
injury was received. If the wound is superficial 
and has not been bandaged to exclude the air, tet- 
anus infection is not likely, because the germ, being 
anaerobic, will not grow when exposed to the air. 
As this bacillus is prevalent in rich soil and barn- 
yard manure, deep wounds, when exposed to such 
filth, should always be regarded as in danger of a 
tetanus infection. The bacillus causes very little, 
if any, local disturbance in a wound, and often, in 
a few days, disappears from the point of invasion, 
while it continues to grow in the nervous system. 
Wounds caused by toy pistols in the hands of boys 
are particularly prone to tetanus infection. The 
character of the dirt on the average boy's hand 
makes the presence of the tetanus bacillus always 
possible. The force of the explosion creates a 
small penetrating wound, carrying the dirt deep 
enough into the tissues to exclude the air, so that 
the specific organism can develop. The germ caus- 
ing no material local disturbance, the injury is dis- 
regarded until constitutional symptoms develop. 
Wounds accompanied by much local disturbance, 
inflammation, pain and swelling, in the absence of 
tetanic symptoms can safely be regarded as not 
being due to this form of infection. 

In all cases where a possible tetanus infection 
is suspected anti-tetanic serum should be given 
without delay. The prophylactic value of this 
serum is well established, while its efficacy as a cur- 
ative agent, after the constitutional symptoms have 
developed, is not so pronounced. 

After having excluded a possible tetanus infec- 
tion the question of making a diagnosis to deter- 
mine the infecting organism naturally arises. In 
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cases in which there is a discharge from the wound 
this may be established by a bacterial examination, 
but this takes time, especially where facilities for 
doing such work are not immediately available, 
while in most instances it is essential to start treat- 
ment at once, so early immunization may be taken 
advantage of. Furthermore, many wounds are of 
such a character that the infecting organisms have 
been carried deep into the tissues so that no speci- 
men for bacterial examination can be procured. 
Not infrequently the point of entrance in the skin 
has healed over while the infection is developing 
beneath. From these considerations it would ap- 
pear that the clinical symptoms are the most essen- 
tial factors in determining the indications for ad- 
ministering the vaccines, and this may later be 
verified by bacterial examination. 

In making a diagnosis we should always keep in 
mind the most probable dangerous organism, the 
streptococcus, and the more probable but less dan- 
gerous staphylococcus. Streptococcus infections 
have a tendency to spread rapidly, being especially 
prone to run along l3rmphatic channels, and leav- 
ing red chains, while staphylococcus infections are 
more liable to be closely confined to the point of 
invasion. More frequently we have a mixed infec- 
tion of the two organisms. As other bacteria are sel- 
dom found, the logical thing to do is to give a mixed 
streptococcus-staphylococcus combination vaccine at 
once. Some one may object to such procedure be- 
cause a vaccine may be used where no correspond- 
ing infection exists. Granting this, what harm 
could be done? The only effect such a vaccine 
could have would be to raise the immunizing power 
against the particular organism, and in infected 
wounds this is an advantage. Take, for instance, 
a case of streptococcus infection from an injury 
through the skin. If no staphylococci are present, 
in all likelihood they will be there before the wound 
heals, and become an important factor in the infec- 
tion unless the patient is immune to that organism. 
The same principle may be applied in many ways. 
Erysipelas is recognized as a streptococcus infec- 
tion, but the staphylococci normally on the skin are 
also a factor in this disease. In many examina- 
tions I have never found streptococci in cultures 
taken from the blisters so common in erysipelas, but 
staphylococci in abundance. As a consequence of 
the inflamed condition of the skin from the strep- 
tococcus the staphylococci also became active. In 
these cases a mixed vaccine containing streptococ- 
cus erysipelatus and staphylococcus answers a bet- 
ter purpose than a vaccine of the streptococcus 
alone. Dr. J. H. Mudgett (Medical Council, Jan., 



1912, p. 8) found that a case of typhoid fever 
which did not respond to typhoid vaccine improved 
immediately after administering a mixed strepto- 
coccus-staphylococcus-colon bapillus vaccine. This 
vaccine was given on the theory that the typhoid 
infection was complicated by other organisms. 
Tubercle infections are nearly always complicated 
with pus organisms. 

In theory we may have a distinct infection to be 
treated by a specific method in mind, but in prac- 
tice we usually have mixed infections to deal with. 

Abundant clinical experience shows that strepto- 
coccus vaccine is particularly efficient when used 
early, but not so uniformly beneficial in advanced 
cases, especially where the blood has become in- 
fected. For this reason it is not advisable to use 
autogenous vaccines in the early acute stages, be- 
cause this means several days' delay in treatment 
while the vaccine is being prepared. Nor should 
treatment be delayed to make a bacterial examina- 
tion; the clinical symptoms in these cases are suf- 
ficiently clear to indicate what vaccine to use. 

In cases of extensive wounds that have been 
cleansed and stitched by a physician, if there is the 
least suspicion a day or two later that an infection 
exists, a mixed streptococcus-staphylococcus vac- 
cine should be used at once. In this way the in- 
fection will often be aborted and the case go on to 
recovery without pus formation. I find 30,000,000 
streptococci combined with 100,000,000 staphylo- 
cocci aureus and albus, each, a good average dose. 
Ordinarily the dose should be repeated on the sec- 
ond or third day, or within twenty-four hours, if 
no material improvement be observed. As a gener- 
al rule inoculations slpuld be made at shorter inter- 
vals in cases of severe infections than in milder 
ones. Improvement should, with few exceptions, 
be observed within twenty-four hours after the first 
inoculation. 

The result attained with this method is so posi- 
tively beneficial that no case of infected wound 
should be treated without the use of vaccines, es- 
pecially where it is seen early in the course of the 
infection. This is very important. In the early 
stage of the process we are never in a position to 
know how the immunizing mechanism will respond. 
If it should be sluggish the infection may spread 
enough to do considerable damage before the pa- 
tient is seen again. Where it has gone on for some 
time and the case is progressing favorably, the in- 
dications would be that natural immunity is being 
established, making the use of vaccines unnecessary. 
Nor should a case be considered too trivial for the 
use of the vaccines, because small affairs are often 
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very important to the individual concerned. The 
following case is a good illustration: 

Miss G. H., a professional piano player, slightly 
pricked her middle finger at the root of the nail 
with a needle. Four or five days later the finger 
was considerably swollen and so painful that she 
was not able to use it. The following day she con- 
sulted me, but careful examination did not indi- 
cate the presence of pus. I gave her a dose of 
streptococcus-staphylococcus combination vaccine 
and advised hot water bandages as a local dressing. 
. The next morning there was distinct evidence of 
pus under the root of the nail, the lunula appear- 
ing yellow. A small cut through the nail at this 
point established drainage, and considering the lo- 
cation considerable pus was discharged. The pain 
and inflammation subsided almost at once. The 
pus dried up and the inflammation disappeared so 
as to enable her to be back at the piano doing con- 
cert work the next day without material inconven- 
ience. In all she was detained from her work but 
three days — ^the day before I saw her, the day the 
vaccine was given, and the day the abscess under 
the nail was opened. I saw her recently and found 
a new nail growipg, showing that the infection had 
done considerable damage. Under conventional 
treatment extensive infections at the root of the 
nail are usually very tedious. Without the use of 
vaccines it would probably have required from two 
to four weeks' time to accomplish what was done 
by this method in two days. Being a professional 
musician, this was of very great importance to her. 

Another very important factor in treating infect- 
ed abrasions of the skin is the application of vac- 
cines in burns. This condition presents two dis- 
tinct stages; in the first the pain is caused by the 
bum, in the second by the infection of the burned 
area from germs normally on the skin. Of course, 
these infections depend largely on the extent and 
depth of the burn. The virulence of the causative 
organism and the immunizing response of the pa- 
tient must also be taken into consideration. In 
these cases staphylococci are the most constant in- 
fecting organisms, although streptococci are also 
found. These infections are not only responsible 
for most of the existing pain, but much of the fe- 
ver, rapid pulse, and symptoms of depression. 
When vaccines are used in such patients the im- 
munizing mechanism is stimulated and a high state 
of immunity established. This not only relieves 
the patient of much suffering but materially aids in 
the healing process. In deep burns where the en- 
tire depth of the skin is destroyed the pain due to 
the infection during the time required for the de- 



stroyed tissue to separate fr<Mn the living is usually 
quite severe. Here the vaccines are a material aid. 
The following case will serve as an illustration : 

Miss S. K., working in a laundry, got her hand 
in a mangel. The hand was badly crushed and hor- 
ribly burned. Before the machine could be reversed 
and the limb withdrawn the entire top of the hand 
was burned so severely that the skin, all the ten- 
dons, and a part of three metacarpal bones sloughed 
away. A few days after the accident the hand be- 
came very much inflamed, swollen and painful, the 
inflammation showing more particularly at the mar- 
gin of the burn. Considering this largely due to 
infecting organisms I administered a mixed strep- 
tococcus-staphylococcus vaccine. By the next day 
she was relieved of the pain and the swelling was 
not so intense. Four days later the hand became 
more painful again, and another dose of vaccine 
was given with the same favorable result. Inocu- 
lations were continued at from four to six day in- 
tervals until the slough was removed, and during 
all this time she suflFered practically no pain, being 
able to sleep nights regularly. With the aid of ex- 
tensive skin grafting the hand healed rapidly, mak- 
ing a good recovery. 

The use of vaccines in these cases will not in the 
least interfere with any local or other treatment 
that might be desired. Rest in cases of infections 
is always desirable. It has frequently been demon- 
strated that fatigue has a marked influence in low- 
ering the immunizing powers against pathogenic 
bacteria. 

From frequent observations in my own cases and 
from consultations with other physicians I feel con- 
fident that bacterial vaccines are the most valuable 
remedies at our command in treating infected 
wounds, especially when resorted to at an early 
period. 

Sunlight in the Treatment of Tuberculosis of 
the Bones and Joints. — Professor Bardenheuer^ 
of Cologne (Deut. Ztschr. /. Chir., Bd. 112, Hft. 
1-3), writes encouragingly of the value of sunlight 
in surgical tuberculosis. According to his observa- 
tions in RoUier's sanatorium excellent results are to 
be obtained in cases of tuberculosis of the spine with 
fistulous tracts, while hip-joint disease is cured 
there by sunlight alone. Of RoUier's 369 cases of 
surgical tuberculosis, 77.3 per cent, were cured, IS 
per cent, improved, 8.5 per cent, remained unaf- 
fected, and 4 per cent. died. Since his visit to this 
sanatorium Bardenheuer has employed this treat- 
ment at his clinic in Cologne in ten cases of tuber- 
culosis of the joints without an external opening. 
The most striking results were obtained upon fis- 
tulas following joint resections which, even if of 
long standing, closed promptly. 
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REPORT OF A CASE OF PERICHON- 

DRITIS OF THE CRICOID AND EPI- 

GLOTTIC CARTILAGE.* 

By Otto Glogau, M.D., New York, 

Assistant Surgeon to Mt. Sinai Dispensary, Dep't Ear, 

Nose and Throat; Otologist to German Odd 

Fellows' Home and Infant Asylum. 

Mr. M. K., was referred to me on December 2d, 
1911, by Dr. S. Tandlich. 

Anamnesis.— Tht patient had been perfectly well 
until five days ago, when suddenly he became aware 
of pain in the throat which gradually became more 
excruciating in character. Being unable to swallow 
he was becoming weak from lack of nourishment. 
Attempts at swallowing water or his saliva caused 
agonizing pain in the throat which extended up 
into his right ear. The pain was felt distinctly on 
the right side. Neither a history of syphilis nor of 
tuberculosis was obtainable ; no history of injury or 
foreign body in the throat. 

Status PrcBsens. — The patient appeared to be a 
middle-aged man, not very robust, and seemed 
he suflFering acutely. Externally no swellinj 
visible. The right submaxillary region was^ 
on pressure. The ear drums were normal, 
depressing the tongue, a swelling was seen 
ing the space between the base of the tonj 
the epiglottis. It was of a deep red color, ha( 
lobulated surface, was hard to the touch, and did 
not fluctuate. It was of the size of a walnut. The 
anterior and upper surface of the epiglottis formed 
part of the growth and was displaced backward by 
the latter, so as to completely occlude the entrance 
to the larynx. Inspection of the larynx was thus 
made impossible. The pharyngeal mucous mem- 
brane was reddened on the right side, but there was 
no bulging. Temperature 101 F. ; pulse 97. 
Diagnosis. — Acute perichondritis of the epiglottis. 
As there was no ulcer present on the epiglottis 
itself (this is given as the most frequent cause of 
such conditions) I concluded that there must be some 
lesion in the larynx proper. The growth was in- 
cised, but no fluid was evacuated. 

Treatment. — Hot antiseptic gargle, and hot flax- 
seed poultice externally. 

December 3d, the subjective symptoms were un- 
changed. Upon inspection it appeared that the 
swelling had subsided a little and thus permitted a 
view of the Jarynx. A cyst-like swelling of a 
whitish color, the size of a hazel nut, was now seen 
projecting into the right side of the larynx, having 
its base on Santorini's cartilage. There was a dif- 
fuse infiltration of the right arytenoid cartilage and 
the posterior part of the cricoid cartilage, extending 

• Pres^ntcd~beforc the Yorkville" Mc(iical~Socicty, Jan. 15th, 1912. 



forwards towards the annular portion of the latter. 
Here was apparently the primary focus. 

Suspecting pus, the writer made several explora- 
tory incisions with a protected laryngeal knife, but 
none was detected. 

The following day a swelling the size of a fist 
appeared just below the jaw, the pus evidently hav- 
ing invaded the cellular tissues of the neck. No 
fluctuation, however, was discernible. 

The writer called Dr. Freudenthal into consulta- 
tion, and he agreed in the diagnosis and also in the 
advisability of opening the abscess from the outside. 
Operation.— On December 7th, at St. Mark's 
Hospital, under general anesthesia, an incision was 
made over the swelling in front of the sterncnnastoid 
muscle and at the level of the hyoid bone. By 
means of blunt dissection and with aid of the index 
finger the tissues were separated until a large abscess 
cavity was reached and emptied of a considerable 
quantity of yellowish, foul pus. Within the cavity 
the .carotid artery could be felt pulsating. On the 
pughened area of cartilage proved to 
stroyed annular portion of the cri- 
While examining this area the 
ough the wall of the abscess and a 
of its cavity and the interior of the 
At this moment a quantity of pus 
escaped from the patient's mouth. A cigarette 
drain was inserted and made to protrude slightly 
into the larynx, thus effecting through-and-through 
drainage. The patient improved rapidly. The 
drain was shortened daily until its final removal. 

The larynx and pharynx have become normal 
again except that there is still a slight induration 
in the upper part of the epiglottis. 

Etiology, — ^As regards the possible etiology of 
the abscess, the pus of which contained streptoco- 
cocci in chains, both syphilis and tuberculosis may 
be excluded from consideration. The Wassermann 
reaction and also the von Pirquet test gave negative 
results. The one point which may aid in clearing 
up the obscure etiology is the fact stated by the pa- 
tient, that when he had been sick a few days he had 
spit up a hard mass (foreign body?). 

It is likely that this foreign body had been the 
direct cause of the abscess formation. Thus an in- 
fection near the right arytenoid cartilage caused a 
perichondritis of the same. From here the infec- 
tion spread to the cartilage of Santorini and thence 
to the anterior part of the epiglottis, which gave the 
picture of swelling and induration at the base of t^^e 
tongue first seen. The abscess burrowed into the 
neck where it was opened by operation. 
1320 Madison Ave. 
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SURGERY OF ACUTE PANCftEATITIS. 

It is only in the last decade that the surgical 
treatment of acute pancreatitis has received any 
degree of attention. The diagnosis in these cases 
has been and still is so difficult, the symptoms fre- 
quently develop with such rapidity, the depression 
is often so profound, that it is not surprising that 
the surgeon has seldom had an opportunity to exer- 
cise his art even if the patient's condition offered 
any hope of success from his intervention. 

While the prospects in this field of surgery have 
considerably brightened of late, thanks to a more 
careful study of the disease and the improvements 
in diagnosis, it must be conceded that operation in 
these cases is often an emergency measure, owing 
to the sudden onset of the symptoms and the marked 
collapse with which they are commonly associated. 
Much more is to be expected in the future from a 
timely recognition of the antecedent conditions 
which culminate in the acute form of pancreatitis. 
In a recent discussion on the subject before the 
Society of Internal Medicine of Berlin, Professor 
Hans Kehr {Deut. med, Wochenschrift) made what 
appears to us the very significant statement, that 
''before we treat acute pancreatitis we must treat 
chronic pancreatitis." While at first sight this 
assertion seems contradictory, a consideration of 
the reasons presented by him shows that it is based 
upon good and substantial evidence. As he points 
out, it is extremely rare for a previously healthy 



pancreas to become the site of necrotic changes, the 
conditions here being much the same as in the case 
of cholecystitis and gangrenous appendicitis. If, 
therefore, the presence of chronic pancreatitis be 
recognized at an early period, the occurrence of 
acute processes may thereby be prevented. 

In view of the intimate relations between the 
biliary system and the pancreas and the frequent 
existence of pancreatic lesions in diseases of the 
gallbladder and ducts, either as the result of infec- 
tion or of pressure from gallstones, it has become 
a matter of importance to investigate the condition 
of this gland in all operations in the upper abdom- 
inal region. Kehr tells us that in his first 900 opera- 
tions upon the bile passages he paid practically no 
attention to this, but since 1904 he has palpated the 
pancreas in every instance, and has found that in 
about 50 per cent, of all cases of cholelithiasis and 
in about 14 per cent, of those of cholecystitis it was 
more or less aflfected. Although the changes found 
did not usually warrant the diagnosis of chronic 
pancreatitis, there were commonly present indura- 
tion, swelling, and enlargement, a condition which 
has been designated by Arnsperger and Franke as 
lymphadenitis pancreatica. 

It would seem, therefore, that if the pancreas 
were more closely examined during operations upon 
the gallbladder and bile ducts and any existing 
changes more accurately determined and inter- 
preted, a great deal could be accomplished in the 
prevention of acute pancreatitis. Although after 
such operations the pancreas no doubt frequently 
returns to a normal state, all cases in which distinct 
inflammatory lesions are present should be man- 
aged with especial attention to these, a^nd kept 
under continued observation. 

JOSEPH LISTER. 

If greatness be measured in achievements for the 
benefit of mankind, Joseph Lister, who died on Feb- 
ruary 11th, deserves to rank high among the great- 
est men of all times. His work has well-nigh ban- 
ished that once terrible menace to successful sur- 
gery- — wound infection ; it has made possible the in- 
vasion of regions of the body formerly deemed be- 
yond the reach of the most venturesome surgeon ; 
and it has exerted a mighty influence upon every 
branch of the healing art. Endowed with keen 
powers of observation, a logical mind, and that in- 
finite capacity for taking pains which is genius. Lis- 
ter early realized the significance of Pasteur's dis- 
coveries as to the cause of fermentation and putre- 
faction and their bearings upon the origin of hos- 
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pital gangrene, pyemia, and septicemia. The meth- 
ods he evolved to prevent and control infection have 
undergone marked changes in the course of time; 
simplicity in technic has replaced the complicated 
and cumbersome procedures of former days; anti- 
sepsis has yielded in a large measure to asepsis; 
but the principles enunciated by Lister will endure 
forever. 

NITROUS-OXID-OXYGEN ANESTHESIA. 

There has been no lack of attempts in recent years 
to supplant the use of ether and chloroform by oth- 
er methods supposed to be safer, more agreeable, 
or convenient. Thus, for instance, we have wit- 
nessed the development of local anesthesia, spinal 
analgesia, the use of morphin-scopolamin, or hy- 
oscin, and lately the growing popularity of nitrous- 
oxid-oxygen anesthesia. When such eminent sur- 
geons as Crile and Bloodgood speak of the passing 
of ether and chloroform and the supremacy of 
nitrous-oxid-oxygen, their statements are bound to 
carry great weight. On the other hand, the skepti- 
cism of anesthetists of vast experience, as Gwath- 
mey, is equally entitled to consideration. 

If it be asked why such differences of opmion 
should prevail, the only rational explanation is the 
personal equation of the anesthetist. It stands to 
reason that a man who has been accustomed to 
specialize on ether or chloroform will acquire a de- 
gree of skill and knowledge in their administration 
that will assure a maximum of efficiency and a min- 
imum of ill-effects. The results of another thor- 
oughly conversant with nitrous-oxid-oxygen may be 
equally satisfactory, as shown by Leigh (Old Domin, 
Jour. Med and Surg.). 

After all, it must be remembered, however, that 
in many cases of operations no skilled anesthetist is 
on hand, and the important point to decide is what 
method can be most safely intrusted to a less trained 
assistant. Looking at the matter from this prac- 
tical standpoint, undoubtedly no agent has been in- 
troduced for general narcosis that can compete in 
convenience and simplicity with ether or chloro- 
form, with or without previous administration of 
morphin. 

In expressing his views on nitrous-oxid-oxygen 
anesthesia Bloodgood {Pennsylvania Medical Jour- 
nal, January, 1912) frankly concedes that it is not 
to be looked upon as quiet ; that it makes the sur- 
geon's work in some operations more difficult, and 
that he will have to accustom humself to this meth- 
od. It is also necessary to give morphin and atro- 
pin one-half hour before the administration of this 



gas, and to sometimes repeat the former in small 
doses. Moreover, it appears that not infrequently 
ether will have to be given, a few drops at a time. 
If anesthesia, which should be expected in at least 
five minutes, does not ensue, then it must be ascer* 
tained whether the gas is all right or the af^aratus 
or bags have no leaks; if they are in good order, a 
little ether is needed. So we observe that after all 
ether may be, and, indeed, is quite frequently re- 
quired in this method. 

The truth of the matter, as pointed out by Bab- 
cock {Monthly Cyclop.), is that "there is no uni- 
versal anesthetic, nor has the ideal anesthetic been 
discovered." The chief need is sufficient number of 
skilled professional anesthetists, who will be thor- 
oughly faniiliar with all approved methods and pos- 
sess the requisite experience to select the one best 
adapted for the individual case. 



GYNECOLOGICAL HINTS. 

By Ralph Waldo, M.D., New York. 

It is well to remember that sterility may be due 
to the husband, and therefore before any treatment 
is instituted a microscopic examination of the semen 
should be made to ascertain whether well-formed 
spermatozoa are present. In men who have had dou- 
ble orchitis from gonorrhea or mumps, you will fre- 
quently find that there are no spermatozoa, although 
in other particulars they may be in perfect health. 
Probably in not far from 5 per cent, of cases steril- 
ity is due to the male. 

In women, probably the most frequent causes of 
sterility are anteflexion of the uterus, stenosis of the 
cervical canal, and salpingitis. In the first two con- 
ditions sterility is probably due to the resulting en- 
dometritis more than to mechanical obstruction. 
Drainage of the uterus, by thorough dilatation or 
appropriate operation, will frequently produce a 
cure. 

Inversion of the uterus may be mistaken for a 
polypus projecting from the cervical canal. Before 
operating a careful diflferential diagnosis should be 
made, for the removal of a polypus is usually a sim- 
ple procedure, whereas if part of an inverted uterus 
is cut oflF by mistake, the woman will probably die 
in a very few minutes from internal hemorrhage 
due to wounding of the ovarian and possibly the 
uterine arterie-s. As soon as these vessels are di- 
vided they retract into the abdominal cavity and are 
very difficult to reach. This accident has happened 
a number of times. 
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REPORT OF CASES OF FRACTURE AT 

THE SHOULDER AND ELBOW JOINT; 

TREATMENT AND RESULTS.* 

By W. T. Mathews, M.D., Greenwood, Miss. 

I am glad to be with you to-day. Seldom has it 
been my privilege to read a paper before so learned 
a body as comprises this Association. I wish to 
thank our secretary, Dr. J. U. Ray, for the courtesy 
of allowing me the privilege of addressing you, 
and hope that the mite I offer may be profitable to 
some one present. Instead of taking up your time 
on popular surgical topics of the day, I am going 
to ask your attention for a few moments to a 
subject as old as the art of surgery, as interesting 
as you may choose to make it, and as important as 
any of our daily work. 

The diagnosis, prognosis and treatment of frac- 
tures into the larger joints or their vicinity are im- 
portant from the fact that the function of the limb 
is often more or less permanently impaired, and the 
results arc apparent not only to the patient but to 
his friends and acquaintances. 

The symptoms in most fractures are false point 
of motion, preternatural mobility, crepitus, pain on 
pressure, delayed ecchymosis and loss of function. 

Fractures into the larger joints always occasion 
shock rather profound in character, but in no joint 
is it so marked as in the knee. In reports in sur- 
gical volumes of the history of the War of the Re- 
bellion a very goodly number of patients sustaining 
injury of the knee-joint succumbed to shock. . 

In no class of surgical cases should a surgeon be 
more guarded in giving a favorable prognosis than 
in fractures as a whole, and particularly in those 
occurring into and around the larger joints. Espe- 
cially is this true of fractures extending into the 
elbow-joint; in none of them do we have such a 
large number of anchylosed joints, with more or 
less permanently impaired function, and it is on 
account of this that I am prompted to report two 
cases which I have had recently. 

Case 1. A. B., aged thirty-six, was injured Jan- 
uary 1st, 1910. While at work under a box car 
standing on a siding, in Greenwood yards, a mov- 

* Read at sixteenth annual meeting of Association of Surgeons 
of Southern Railway, Charlotte, N. C, May 29-31, 1911. 



ing train on the main line of the Southern split, a 
switch and two cars went in on the side track and 
struck the car he was working under, causing his 
arm to be caught between a brake beam and a 
hydraulic jack. He suffered the following injuries 
of his left arm : A compound dislocation at the elbow 
of the ulna and radius, together with a fracture 
of the inner condyle of the humerus. The patient 
suffered considerable shock. The soft tissues, 
muscles and tendons were considerably contused 
and lacerated. There was no marked hemorrhage. 

The dislocation was reduced, the wounds of the 
soft structures were cleansed and all ragged portions 
of tissue cut away, drainage was used, the wound 
stitched, the line of suture painted with tincture of 
iodin, and a dressing applied. The arm was put in a 
position of semi-flexion in a splint. He suffered 
a great deal of pain, with considerable swelling and 
some increase of temperature. On the third day I 
removed the dressing for inspection and found dis- 
coloration, withdrew the drain and irrigated with 
a 10 per cent, solution of carbolic acid. This was 
continued daily for ten days, and on the eleventh 
day, when the wound had completely healed and 
the swelling was gone, I put the arm up in a per- 
manent splint and dressing, which I allowed to re- 
main for fourteen days longer. Then I removed 
the dressing and found the elbow anchylosed, which 
I expected. Hot applications were made and pass- 
ive motion used, with gradual improvement of the 
function of the arm. 

At the end of ninety days the anchylosed condi- 
tion had disappeared, and he had perfect use of his 
arm and was dismissed on this date. 

Case 2. C. B., aged twenty-eight, was injured 
November 12, 1910, as follows: While swinging 
out of the door of a moving box car in Greenwood 
yard, he was struck by a car standing on a side 
track just in the clear. He sustained a forward 
dislocation of the left shoulder-joint, a fracture of 
the upper third of the humerus, and a fracture of 
the acromion process of the scapula of the same 
arm. He also had a lacerated and contused wound 
of the upper lip and a wound of the scalp, extend- 
ing from the left eye to the occipital protuberance. 
There were present severe shock and considerable 
hemorrhage. The patient had some concussion of 
the brain, remaining unconscious for several hours. 

The shock was relieved and the wounds of the 
lip and head were sutured and dressed. The dis- 
location and fractures were reduced, a pad was 
placed in the axilla on the injured side, and the 
forearm flexed on the arm and carried across the 
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chest till the hand rested on or near the sound 
shoulder; then by manipulation I placed the frag- 
ments into position and applied a Velpeau bandage. 
The dressing was removed after thirty-six days 
and the shoulder and arm were found to be in 
perfect condition as to function and position. Pa- 
tient was discharged. 

PELLAGRA.* 

By B. S. Little, M.D., Colbert Ga. 

In selecting the subject of pellagra it is my inten- 
tion to report to you two or three of the most inter- 
esting cases that I have had, and get you to take 
this matter up for a short while and discuss it, and 
see if we can in this way be of help to each other 
in treating this disease which at the present time is 
spreading at an alarming rate all over our South- 
land and is very prevalent in my section of the 
country. Jackson County, a county adjoining to 
ours, now has forty-five cases. In our town we 
have had some six or eight cases in the last few 
months, and only a few days before I left home 
one of our very best and wealthiest citizens died 
irom this disease. It is developing among our 
railroad men and at the rate it is now spreading it 
will soon begin to seriously interfere with our work- 
ing people. It is claimed that fifty thousand cases 
have been reported since pellagra first appeared in 
the United States. 

The first case that I wish to report to you was 
that of a young married woman, about twenty years 
of age. Her husband was a section laborer, and he 
stated to me that his wife was suflFering with indi- 
gestion and constipation. Her mouth was then be- 
ginning to get sore, but her hands were not aflFected. 
She lost flesh very rapidly and had a poor appetite, 
but instead of having diarrhea she suflFered with 
constipation during all the early stages of the dis- 
ease. The patient's mouth and stomach were in 
such a condition that but little medicine could be 
administered ; so I put her on the rest cure with a 
diet of milk and raw eggs and treated the constipa- 
tion by enemas of glycerine and olive oil. Under 
this treatment she improved slowly and I began to 
think that she was getting well. She moved away 
and I lost sight of her for about one year. At the 
end of that time she was brought back to me in the 
last stages of pellagra with ail the characteristic 
symptoms. She died in a few weeks. 

The next case is that of a prominent physician's 
wife, who is still under treatment. She is about 

* Read before Seaboard Air Line Railway Surgeons' Association. 



thirty-five years of age and has five or six diildren. 
She has been in poor health for several years, and 
about five years ago I assisted her husband in treat- 
ing her for an abscess in the lower bowel (descend- 
ing colon) near the rectal pouch. The abscess dis- 
charged through the rectum and she improved, but 
her skin took on a yellowish cast and she began to 
lose flesh. She had lived in a malarial section for 
some time previous to this and I advised her hus- 
band to take her to Florida. He did this and she 
improved very greatly for a while. They moved 
back up the country, and while her skin still had a 
yellow cast, she showed no signs of pellagra up 
to about five months ago. She now has the sore 
mouth, sore hands, and the diarrhea at times, but 
all seem to yield to treatment except the nervous 
disturbances which seem to be out of all proportions 
in severity to the other symptoms. She has days 
when she is perfectly helpless and cannot even feed 
herself. She has also developed a tendency to con- 
vulsions, and in fact has had several light attacks. 
Her mind is good, and in none of my cases has the 
disease affected the mental functions alike ; some of 
them keep in their right mind, while others lose it 
entirely. 

The diagnosis of pellagra, in my experience, has 
been by no means an easy matter in the early stages, 
and I believe that this is one of the hardest prob- 
lems that we will have to solve before we can suc- 
cessfully cope with this malady. It has been my 
experience that in quite a number of these cases the 
patients first suffer with other disorders, lasting for 
some time and not at all resembling pellagra, and 
finally after a long period has elapsed they begin to 
develop symptoms of the disease which become 
more and more characteristic until we have a well 
developed case. This is well shown by the case of a 
young man at present under my treatment. He was 
strong and healthy up to about three years ago when 
he was thrown from a horse and sustained a 
sprained wrist and was pretty badly shaken up oth- 
erwise. He was about twenty years of age at that 
time. Soon after symptoms of autointoxication ap- 
peared with slight fever at times. Following this 
he contracted malaria and had a few dumb chills, 
and also suffered from constipation, while his skin 
showed a yellow cast. He improved under treat- 
ment and was getting along very well when an at- 
tack of measles occurred. A few months after his 
recovery from measles he had smallpox. I kept him 
under treatment and he was slowly improving ap- 
parently when pellagra developed. I wish to state 
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that up to within three months ago this young man 
did not, so far as I was able to determine, show 
any symptoms of pellagra, but since then has had 
the sore mouth, sore hands, and diarrhea. The 
mental depression is already very noticeable. While 
all these disorders have yielded well to treatment 
except the mental depression, yet others keep on 
coming just as in almost all of my cases. There is 
one very peculiar symptom that has been very no- 
ticeable in all my cases, and that is the skin of 
the hands and feet takes on a thick, rusty, scaly ap- 
pearance, especially the hands, the skin of which 
somewhat resembles that of turtle claws. 

In regard to the treatment of pellagra I have not 
tried to follow any routine. In none of my cases 
have the symptoms been alike all the way through, 
and in many instances I have simply treated the 
symptoms as they arose. I have used arsenic, cal- 
cium sulphide, iron, and lately sulphur and cream 
of tartar for the sore hands and feet. For the diar- 
rhea I have sometimes administered bismuth, pep- 
sin, lime water and catechu. As a local application 
I employ olive oil, glycerine and boric acid. For 
the nervous symptoms, which in some cases are very 
troublesome, I give the bromides with hyoscyamus 
or cannabis indica. The opiates have not acted well 
with me in most of my cases. Some have done 
better just on the rest cure with a diet of raw eggs 
and sweet milk. In warm weather I let them sleep 
out on the veranda and keep them as quiet and as 
free from all worry and excitement as possible. I 
find that too much exercise and company is very 
bad for these patients, and in the country districts 
where there is so much visiting it is one of the 
Hardest things we have to contend with. 

As to the cause of this disease, you are all well 
acquainted with the different theories that have been 
advanced. The most plausible one to my mind is 
that of Dr. H. F. Harris, one of our most noted 
Southern physicians, and who as secretary of the 
Georgia State Health Board has given no little time 
and study to this subject. He claims that eating 
damaged western corn shipped into our country 
ground into meal has caused the spread of this dis- 
ease over the South. Dr. Henry Garman, a promi- 
nent Government physician, believes that the buffalo 
gnat is the cause of pellagra. I fear I have made 
this paper too long, but I am anxious for you to 
discuss this subject, as this is a very fatal disease 
and one that is spreading rapidly and we need to 
help each other in trying to stamp it out. 



PSYCHIC PHENOMENA.* 

By L. C. RuTER, M.D., Madison, Fla. 

I am well aware of the fact that the subject I 
present for discussion is a very complicated one and 
one that the most scholarly men approach carefully. 
The only apology I have to offer for choosing it is 
the hope that some of you will know more about it 
than I do, and that we will all be enlightened by the 
discussion that follows. Psychology, or the study 
of the science of the mind, is of the greatest im- 
portance to every man that tries to be a true fol- 
lower of the healing art. Suggestion and faith will, 
I think, lay a pretty good foundation for a psycho- 
logical essay. I believe we as physicians do not 
know, or at least do not appreciate, the power of 
suggestion. 

So far as I can learn man is endowed with two 
separate and distinct minds — the objective and the 
subjective. The objective or, as I will call it, the 
anatomical mind, is that conferred on us by the 
power of seeing, hearing, feeling, tasting, smelling^ 
etc., or, I might say, the mind of the special senses. 
The subjective mind is one that is independent 
of all the anatomical make-up of a human being. It 
is part of you ; it stays with you. It never forgets,, 
it is your thought; it is the mind that leaves yoii 
and goes wandering away off over your past life. It 
is the mind that remembers things you think you 
have forgotten. It obeys the first law of nature — 
self preservation. It warns you quicker than a flash 
of lightning of danger and tells you how to escape 
the injury you may be subjected to. It is the mind 
that is swayed by suggestion, the emotional mind, 
the one that gives you joy or sorrow. It is the mind 
that stays with you while you are living and lives 
after you are dead. It is the soul. 

Now granting that the mind of man is dual we 
want to know something about the duties of the two 
minds, but in this short paper I will not dwell on 
this part of the subject. I will only say that my 
idea from what study I have given to it is that the 
' objective mind is the one we use in every day life, 
so to speak. It is the mind we reason and calculate 
with. The subjective mind is that which comes to 
the front when the cares of life are set aside for a 
little while. Something must occur to give the ob- 
jective mind a little backset, and nothing can explain 
this backset to the objective mind better than sug- 
gestion. Hypnotism drives the objective mind back 
and the subjective comes vividly to the front. Nat- 
ural sleep brings out the subjective mind, and the 
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nearer one approaches to death the more to the front 
will come the subjective mind. This is a feeble ef- 
fort at differentiating, but I hope it is enough to 
give some idea of the two forms of the mind. 

As I said before psychology is a science that phy- 
sicians should know something about, and I believe 
most of them use the subjective minds of their pa- 
tients as a therapeutic agent much more than they 
are conscious of. When a doctor walks into a sick 
room, asks a few questions, feels the pulse, takes 
the temperature, looks at the tongue, etc., his patient 
watches him and listens to what he has to say very 
closely. Make him have faith in you, if possible, and 
you will have laid part of your psychological foun- 
dation. Then write a prescription to meet the indi- 
cation as nearly as you possibly can, leave directions 
how to nurse him and how to give the medicine, tell 
him it will help him and that he will get well, even 
if you have to tell him at some future time that he 
must die. By your suggestion you have laid the 
balance of your psychological foundation. 

Doubtless each of you can remember before you 
were doctors the confidence you had in your old 
family physician and can remember the good it did 
you to look up in his cheerful face and hear him 
say, "Oh, you are not much sick, you will soon be 
all right," etc. We as medical practitioners do not 
appreciate the amount of good we do by dropping 
even such little bits of psychotherapy as we uncon- 
sciously do. We ought to use psychical treatment a 
great deal more than we do, for we have no one 
therapeutic agent that stands by us as faithfully as 
confidence. We should be equally careful not to 
suggest either by word or sign anything serious or 
doubtful in the presence of the sick. A long-faced 
doctor who is always gloomy and doubtful never 
fails to leave his patient depressed and gloomy him- 
self after the visit is over. He suggests it to him 
by his looks and actions. Did you ever notice that 
if you gape or yawn in a crowd almost every one 
that sees you will follow your example. It is be- 
cause you suggest it to them, and it is just as sure, 
that if you are gloomy in the presence of your pa- 
tients you will leave them in the same condition. 

It is the subjective mind that is brought to over- 
balance the objective in hypnotism, mesmerism and 
telepathy. I cannot enter into any of these branches 
to any extent, but if any of you are interested in 
the subject, your time will be well spent by reading 
it up at your leisure. Telepathy is an extremely 
interesting part of psychology and accounts for all 
the mysterious, wonderful works of the spiritualists. 
It is mincl reading in a scientific way. It is just as 



easy for a good operator, or one well up in psychol- 
ogy* to tell what your subjective mind contains as 
it is to hypnotize you. Even more than this can be 
done ; he can tell you things that you have forgotten 
objectively long ago; anything that the subjective 
mind h?is ever known he can bring out. 

To place a person in a condition for telepathic 
communication he has to be perfectly passive ; then 
the operator has to put himself in the same state. 
It is impossible to get any communication between 
two minds unless they are both absolutely passive. 
When both are so, as I understand it, they are next 
put into a partial hypnotic or mesmeric condition. 
Now the objective mind is in the background and 
the two subjective minds have come forward, that 
of the operator and of his subject, and they are 
now ready for communication. While in this con- 
dition ask him any question you want, and if it re- 
lates to anything that has ever been on your mind he 
will answer your question as correctly and quickly 
as you could yourself. If you ask him something 
about some deceased friend of which you have actual 
knowledge he will tell you just as much as your own 
subjective mind knows. To make a long story short, 
he will tell you anything you Jrourself know about 
him. On the other hand, for instance, if you ask 
where your friend was at the time of his death and 
you yourself are ignorant of this, the operator 
will tell you quickly that he cannot answer that ques- 
tion at present. If, however, there is a third person 
in the room that does know where your friend died 
and this third person is in a passive state (as they 
usually are because the power of suggestion is 
there), the operator will take it from his subjective 
mind and quickly inform you. 

Hypnotism is nothing more than the operator and 
his subject going into a passive condition and the 
operator commanding and controlling his subject by 
suggestion. Mesmerism, as I understand it, is pretty 
much the same as hypnotism, only the sleep is more 
profound. There are other forms, such as clairvoy- 
ance or seeing in the subjective state and clairaudi- 
ence or hearing in the subjective state. Catalepsy is 
a sleep of the objective senses, in which the law of 
suggestion governs the phenomena. Volumes might 
be filled with well authenticated cases of suspended 
animation, varying in duration from a few hours to 
many days. Catalepsy is not a disease in the proper 
sense of the word. The most that can be said is that 
it may be considered as a symptom of certain ner- 
vous disorders. It belongs exclusively to the domain 
of hypnotism ; it may be induced in a hypnotic sub- 
ject or it may supervene after a lon^ period of illness 
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or nervous exhaustion. Catalepsy marks the crisis 
in certain diseases and should not be interfered with. 
The patient in this condition is in a state of absolute 
rest ; he is free from all pain and enjoying a refresh- 
ing sleep, although this is so profound that it very 
closely resembles death. No heroic treatment to 
hasten restoration to consciousness should be in-- 
dulged in; if it is and the attempt is successful, it 
will cause a fearful shock to the nerves, and the 
effort that nature is making to relieve the sufferer 
and give rest to his overstrained nervous system will 
be thwarted. A patient in a cataleptic state can be 
controlled by suggestion just the same as if hypno- 
tized; a person in this condition is always subjec- 
tively conscious of all that happens around him. 
Many cases are reported where the person noted all 
the preparations for burial and all that was said and 
done, and yet was unable to. move or make the fact 
known that he was alive. 

When catalepsy is suspected or is possible, all al- 
lusion to or suggestion of death should be avoided, 
especially by the physician. It should be remem- 
bered that you are dealing with the subjective mind, 
and that mind is under the control of suggestion. 
Conversely it must be the most potent means of 
restoration. The essential thing is a cheerful, con- 
fident demeanor in all present at the bedside. Time 
should always be given for the conservative forces 
and recuperative powers of nature to do their legiti- 
mate work. Remember the only absolute sign of 
death is decomposition. 

With this brief description of some of the phe- 
nomena of psychology I will continue a little farther 
with the subjective mind. We often hear of and 
see persons in great danger and with death staring 
them in the face, yet they are as calm and collected 
as if they passed through the same danger every 
day, and while in this state they will act as quickly 
as a flash and almost always in the right way to save 
themselves. After they are out of danger they be- 
come much scared and tremble when they think of 
the risk and their narrow escape. People will say, 
I don't see how you kept your head so well and I 
don't see how you thought so quickly to save your- 
self. The fact is when the person was in danger 
the subjective mind came to the rescue, for time 
and space are no obstacle to it. When anyone is in 
imminent danger, the slow processes of the objective 
mind in reasoning out a plan of escape are too slow. 
After the danger is over and the state of excitement 
comes, it is the returning of the objective mind. The 
nearer one approaches to death from any cause the 
more to the front will come the subjective mind. In 



old age the objective mind grows dimmer and dim- 
mer and tht subjective creeps out more and more 
until finally the old person, while he may not men- 
tion it, is only waiting for the command to step for- 
ward, and nature' or more likely the Creator ar- 
ranged things in this way, so death when the time 
does come is not so horrible as it appears to us while 
in the every day objective state. 

I have heard the subject discussed whether or not 
it was a doctor's duty to tell a person when he is 
going to die, and it was the experience of all the 
older physicians that it did not excite the patient in 
the least to inform him of this. If he really is 
going to die this is true, and it does not disturb him 
because he already knows it long before the doctor 
tells him. Why? Because he has approached near 
to death, and the subjective mind has heavily over- 
balanced the objective, and through the phenomena 
of telepathy he knows all. Hence there is no sur- 
prise or shock when he is told. 

Suggestion is a great ruler of every person's life. 
Take a child that has never had anything suggested 
to it from childhood to adult life and what would it 
be? There is not an hour of our lives that we are 
without suggestion ; it may not be derived from other 
persons, but it will be auto-suggestion. If you are 
up-town and it is near your dinner hour you will 
say to yourself that you had better go to dinner. It 
is only by the force of powerful auto-suggestion 
that man is able to keep his equilibrium mentally at 
all. Just as soon as something begins to disturb him 
mentally, a strong auto-suggestion comes to his res- 
cue, impressing him that the trouble he is having is 
not as bad as he thinks it is, and he will finally sug- 
gest something that will relieve him of his mental 
disturbance. We all have to continually suggest 
things to ourselves that will help us over the dark 
places in our lives. Every person has a weak spot 
mentally, and if it were not for this self-suggestion 
constantly pointing out the way to over-balance this 
weakness, the defective mental part would predomi- 
nate and the mind would be lost. 



THE LATE DR. RHETT GOODE. 

It is with deep regret that we announce the death 
of Dr. Rhett Goode, who for many years was a 
prominent member of the Association of Surgeons 
of the Southern Railway apd a valued contributor 
to this Journal. The following beautiful tribute 
appeared in the Southern Medical Journal, January, 
1912. 

"On Friday, the 22d of December, 1911, the city 
of Mobile was startled and shocked by the unex- 
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pected death of one of its most widely known and 
best loved physicians and surgeons, Dr. Rhett Goode. 
Though for several months the condition of his 
health had not been satisfactory, yet the thought of 
any immediate danger had not entered the minds of 
his friends. If such was suspected, it was only per- 
mitted lodgment in his own mind, but now that all 
is over some expressions of his are recalled that 
suggest an anticipation of the approaching end. 

"He was too well posted in the sign language of 
pathology not to read therein indications of an in- 
evitable result, but he took it with calm cheerfulness 
and did not betray the solemn secret. 

"It falls to the lot of few men, in these days of 
sordid selfishness, to make so many and such de- 
voted friends as blessed the life of Dr. Goode. Such 
friendships were justified. As a physician, he was 
unusually successful ; as a surgeon, conservative and 
wise. His great efficiency was recognized by those 
whose positions required of them discriminating 
judgment in the selection and appointment of medi- 
cal and surgical officers. At the time of his death 
he was Surgeon-in-Chief of the M. & O. R. R., and 
the N. O., M. & C. R. R., and Division Surgeon of 
the Southern Railway, besides many other official 
positions. 

"For many years he was City Health Officer of 
Mobile and during those years he constantly made 
friends and reputation by his successful fights 
against epidemic diseases that threatened general 
disaster. He was retained in this important office 
until newly-made laws caused its duties to clash with 
other obligations. While performing this arduous 
service he became an active member of the 'Can't- 
Get-Away Club,' and as he lay receiving the last 
visits of respect and sorrow, its badge, which is 
only worn after death, lay upon his bosom. 

"His death leaves vacant the office of Dean of 
the School of Medicine of the University of Ala- 
bama, a position of honor and responsibility be- 
stowed upon him by his colleagues in the faculty 
upon the passing of the lamented Ketchum. 

"Only a few weeks ago he was elected President 
of the American Association of Railway Surgeons. 
Nearly every charitable and social organization in 
Mobile claimed him as brother, and as he lay before 
the altar in the church of his choice his pastor 
praised his regularity ,in attending to his duties 
connected therewith. 

"The friends who bore his casket from his door 
were the high railway officials whose roads he served 
as surgeon, the President of the State University, 
a representative of the faculty of his school, and 



some of the leading business men of the city. As 
honorary pallbearers followed the other members 
of his faculty, who had been his colleagues, and the 
remainder of the teaching force. At the cemetery 
it seemed as though all his fellow citizens had as- 
sembled to testify their sorrow, and the mounds of 
floral tributes sweetly spoke of the love and honor 
felt by the donors. It was a noble ending for a 
useful life, a life full of faithful and successful 
service to his fellow-men." 
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Emergency Surgery of the Hand. — Dr. J. E. Ba- 
con (South. Calif, Pract,, Nov., 1911) remarks that 
after having had the usual sad experience of the 
enthusiastic young practitioner, and after having 
had a large number of these cases under his care, he 
finds that his tendency is to spend more time in 
cleaning up, to use more soap and water, weaker 
antiseptics, to avoid tension or rough handling, and 
to insist on absolute rest of the part until function 
is well re-established. He believes that the ultimate 
results are better and better, and in certain cases 
which seemed beyond hope the outcome has so far 
exceeded anticipation that a healthy optimism nour- 
ishes the feeHng that, "Where there's life there's 
hope," if treated with conservatism, patience and 
time. 

Operative Treatment of Fractures. — Dr. E. P. 
Magruder {N. Y. Med. Jour., Dec. 23, 1911) con- 
cludes that operation is indicated in the closed frac- 
ture of wide displacement and when correct appo- 
sition is otherwise impossible, provided hospital fa- 
cilities can be obtained. Operation is indicated in 
articular fractures when ankylosis threatens, and 
the best results are obtained after exact coaptation 
and suturing of the fragments. Massage, followed 
by early passive motion, gradually made active, 
should be the practice. When operation is indicated 
at all, the earliest operation is best. The operative 
treatment of open fractures is that which most 
nearly reduces them to the type of the closed frac- 
ture, except as to drainage. Gunshot fractures 
should be treated like fractures of the open type in 
contact with street dust. That is to say, in addition 
to the usual treatment, we should administer, as a 
wise precautionary measure, antitetanic serum. In 
all cases the most exact coaptation and retention of 
the fragments gives the most gratifying results. 
The ideal suture is one strong enough to hold until 
union begins and then admit of its own absorption. 
The nearest approach of this is the sixty day chromic 
catgut, which is unsafe and unsatisfactory in the 
presence of tension. The most trustworthy metal 
suture is the tinned steeled annealed wire. Wiring 
is the best operative method of treatment. Because 
of the dangers of an osteomyelitis the medullary 
canal should not be invaded if it can be avoided. 
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Disease of the Thyroid.— Dr. C. H. Mayo 
(Jour. Mich. S. M. A.) states that the early opera- 
tion of ligation cures many cases. Early as well as 
advanced cases can be cured by partial thyroidect- 
omy. Very late cases, with degeneration of the 
heart, kidney, and liver, can be improved but not 
completely cured by partial thyroidectomy. The 
mortality in these cases will vary from 1 to 4 per 
cent. Combined operations are often indicated in 
bad cases ; first ligating one or both superior vessel 
areas, and, later, doing a partial thyroidectomy. 
Local anesthesia is indicated in most ligations. Local 
or combined, or straight ether anesthesia, are the 
methods used for thyroidectomies, according to the 
preference or experience of the individual operator. 
In 900 operations performed on the thyroid in St. 
Mary's Hospital, Rochester, Minn., during the first 
ten months of 1911, the mortality was 1 per cent. 

Hernia of the Umbilical Cord.— Dr. W. Hannes 
(Muench. med. Wochensch., No. 50, 1911) reports 
that since 1900 six cases of hernia funiculi um- 
bilicalis have been observed in the Gynecological 
Clinic of Kiistner, of which five were operated upon. 
The case in which operation was not done was one 
of Meckels diverticulum in a very small hernial 
sac, the patient dying on the eighth day from an 
intestinal fistula. Radical operation was performed 
in the other cases, usually on the first day of life. 
The liver was found in the hernial sac in four cases, 
and in two as the sole contents. In one instance 
Kiistner found it necessary to resect a considerable 
porticm of the liver. The child survived the opera- 
tion, but died on the twenty-first day from a severe 
attack of acute melena. One child died several 
hours after operation of asphyxia. Here the repo- 
sition of the largely prolapsed liver was followed 
by an asphyxial attack during the procedure. 
Under similar conditions it would be worth con- 
sidering whether resection of the liver would not 
have been more suitable than reposition. Usually 
in cases with large hernial apertures it is possible 
to reduce the prolapsed intestine and unite the ab- 
dominal wall even in spite of the defects commonly 
present. The fact that four out of six children 
were saved is an argument for immediate and 
radical operation in this class of cases. 

Treatment of Joint Infections. — In an instruc- 
tive article on this subject, Dr. C. Ogilvy {N. Y. 
Med. Jour., Dec. 2, 1911) presents the following 
practical notes relative to operative treatment: 1. 
A tuberculous joint abscess is intrinsically a cold 
abscess. 2. First, aspirate ; second, aspirate ; third, 
aspirate. 3. If the process continues unchecked 
after repeated aspirations and in spite of mechanical 
treatment, and the abscess begins to point, open it, 
evacuate, and irrigate thoroughly with a 1 in 4,000 
bichloride solution. Sew up the incised wound with 
two layers of sutures. Do not incise over the in- 
fected area (where the abscess is pointing), but go 
through uninvolved tissue at one or the other side 
of the abscess. 4. If more radical surgical meas- 
ures are <leman(led, do an erosion. Upon the foci 



of disease apply pure carbolic acid and follow by 
alcohol. 5. Never excise the joint in childhood 
unless it be en dernier ressort to save the limb. 6. 
In adults, on the other hand, an excision of the 
joint is the best operative procedure, especially in 
long protracted cases of two or more years' duration. 
7. Do not delay a moment in operating upon an 
acute, suppurative joint infection. Make a longi- 
tudinal opening on both sides of the joint and flush 
out thoroughly. Use catgut drains. 8. If a rubber 
tube drainage is deemed necessary for subsequent 
irrigation, remove it within forty-eight hours, other- 
wise the tube is likely to permanently injure the 
adjacent synovial membrane. Loss of function is 
due, in great part, to the destruction of the super- 
ficial layer of synovial membrane. 9. Begin mas- 
sage and passive motion as soon as possible after 
operation. 

New Operation for Fixation of the Kidaey. — 

The operation described by Dr. F. McKelvey Bell 
(N. Y, Med. Jour., Jan. 20, 1912) is said to take 
advantage of the old method of suspension for the 
purpose of holding the kidney in pdsition temporar- 
ily while the process of healing is going on, at the 
same time placing the organ in a suspensory lig- 
ament from which it is almost impossible for it to 
escape. An incision three inches in length is made 
two inches external to the spinous processes of the 
lumbar vertebrae, vertically downward from the 
lower border of the twelfth rib, through the skin 
and fascia; the fibers of the outer portion of the 
erector spinae are bluntly separated and the quad- 
ratus lumborum is incised. The posterior layer of 
the transversalis fascia is incised carefully about 
one inch from its spinous attachment and the divided 
edges are caught with artery forceps. The kidney 
is then enucleated in the usual manner and the peri- 
renal fat is excised posteriorly, internally and ex- 
ternally, but not inferiorly. It is important that the 
fat for at least half the depth of the kidney be re- 
moved. Two sutures, after the manner of Brodel, 
are now placed at either pole of the kidney at the 
internal and external borders, the needle being left 
on each. For the present these are not tied. Two 
parallel incisions, one and one-half inch in length 
and one inch apart, are made longitudinally through 
the renal capsule and the intervening capsule is ele- 
vated from the cortex by blunt dissection. The 
kidney is now returned to its fossa and is held in 
position by means of gentle traction made by an 
assistant upon the untied sutures. A strip of the 
transversalis fascia corresponding in width to the 
length of the elevated portion of the capsule is cut 
and passed as a strap beneath it, and is sutured with 
chromicized cafgut to the corresponding portion of 
the spinal attachment of the fascia. The kidney, 
thus suspended by a strap of fascia, is further rein- 
forced by passing the Brodel's sutures through the 
quadratus lumborum in the usual manner and tying 
them over the muscle. The wound is closed in the 
orthodox manner. The patient is kept in bed three 
weeks, until adhesions have formed between the 
fascia and the capsule and cortex of the kidney. 
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Circular Suture of Vessels. — Dr. H. Yaman- 
ouchi (Deut. Ztschr, f. Chir,, Bd. 112, Hft. 1-3) 
states that after transplanting a piece of bloodves- 
sel wall from one person to another the graft under- 
goes slow destruction, being replaced by other 
tissues. It has been found that small portions of 
vessels preserved in physiological saline solution or 
sterile water for several weeks can be utilized for 
transplantation. 

Plastic Operations on the Face. — Dr. J. S. Hors- 
ley {Jour, South Carolina M, A,, Oct. 1911) says 
that the principles which might be said to underlie 
plastic operations of the face are, first of all, a 
careful mapping out of the procedures necessary to 
correct the deformity in each case. Asepsis cannot 
be maintained, and prompt healing will occur only 
when the tissue is properly nourished and gently 
handled. Rough handling or lack of consideration 
for the nutrition of the flaps will result disastrously, 
no matter how accurately the defect is covered. The 
flaps should always be taken a little larger than 
seems necessary, particularly in remedying deformi- 
ties resulting from burns. No dressing should be 
placed upon these wounds, unless there is consid- 
erable bleeding, when a dry compress may be used 
for twenty-four hours and should then be removed. 
The raw surface should be dusted with boric acid 
powder, which forms a scab, and usually quick heal- 
ing results. 

Prevention of Complications in Gastro-Intesti- 
nal Surgery. — Dr. D. Guthrie (Pa. Med, Jour,, Jan., 
1912) considers the following as among the impor- 
tant things in the prevention of these complications, 
a. That the body fluids should be maintained as far 
as possible, and that the laxativp should be castor oil 
in preference to a saline. Also, that the tempera- 
ture of the operating room should be at normal 
room temperature rather than that of a Turkish 
bath ; the amount of body fluids lost during the pro- 
longed operation done in a hot operating room is 
very great and often does harm, b. The anesthetic 
should be given upon the operating table in the op- 
erating room, and the field of operation should be 
prepared at the same time. This tends greatly to 
reduce the amount of anesthetic used. The prep- 
aration should be simple, one-half strength tincture 
of iodine or soap and water, Harrington's solution, 
followed by alcohol. Scrubbing the abdomen, with 
the bichlorid poultice, the night before and the same 
technic again before operation has about been dis- 
carded, for the plan often excites a dermatitis and 
encourages wound infection, c. In all cases with 
pyloric obstruction the stomach should be washed 
out the night before operation and again just before 
operation. The danger of inspiration pneumonia 
is thus greatly lessened. It is well, too, to give these 
patients one-sixth of a grain of morphin one-half 
an hour before operation, d. It is safest not to op- 
erate on a patient immediately after a gall-bladder 
attack in which empyema or common-duct obstruc- 
tion, with icterus, has resulted. These patients do 
better when operated upon in the quiescent stage. 



Recurrence of Gastric Ulcer After Gastroen- 
terostomy.— Dr. F. Fink (ZentbL f, Chir. No. 46, 
1911) reports the case of a woman in whom two 
years after the performance of gastroenterostomy 
for ulcer of the stomach, daring which time she en- 
joyed good health, a recurrence of symptoms took 
place, necessitating another operation. This showed 
that a second ulcer had developed at the site of the 
former one, which was attributed to the fact that 
the pyloric opening had not become completely oc- 
cluded, so that some of the acid gastric contents still 
passed out into the intestine by this route, with con- 
sequent irritation of the previously affected area. 
Owing to this partial evacuation of the stomach by 
way of the pylorus the anastomotic opening had 
become almost completely closed, which in turn 
favored the formation of another ulcer. At the 
second operation the ulcerated area was resected 
and the pyloric orifice completely closed by direct 
suture. From his observation the author draws the 
conclusion that when an ulcer is situated near the 
pylorus and gives rise to only a partial stenosis it 
is liable to return after operation in consequence 
of the pylorus regaining its function, and for this 
reason resectipn is indicated when such recurrence 
takes place after gastroenterostomy. 

Scrubbing Ulcers. — To stimulate healing in 
chronic varicose ulcers Dr. E. C. Beck (Med, Rec, 
Dec. 3, 1912) recommends scrubbing with soap and 
water. The patient is placed on the operating table 
and deeply anesthetized. All crusts surrounding the 
ulcer or on any other portion of the leg are removed. 
An ordinary stiff brush, such as is used by the oper- 
ator and his assistants for cleansing the hands be- 
fore operation, is to be thoroughly sterilized. Tinc- 
ture of green soap and sterile water are all that is 
necessary. The soap is poured on the ulcer, just 
enough w^ater to cause a froth, and the scrubbing 
may begin. At first diseased and spongy tissue 
comes off in a dark black or grayish mass. A little 
clean water now and then will wash off the debris 
and show us how far we have succeeded. Scrub- 
bing should be continued until the base of the ulcer 
is smooth and the edges stand out clearly, red and 
hard, giving the whole the appearance of being 
"punched out." There will be some bleeding, but 
the bleeding seems to be conducive to quick healing. 
Strenuous scrubbing of the edges is necessary; it 
smooths them off sufficiently, and the hyperemia re- 
sulting therefrom will show its beneficial results 
within twenty-four hours, when the little blue line 
of infant granulations will bring its glad tidings of 
healthy recovery. Before applying a wet dressing 
of either boric acid or bichloride solution, the entire 
ulcer and its immediate vicinity are painted with 
tincture of iodin to prevent reinfection as much 
as possible. As a rule when the patient regains con- 
sciousness extreme pain will be experienced, and 
if thought advisable some form of hypnotic may be 
administered. But if the bandage is kept moist 
with warm solution the pain and burning are only 
of short duration. 
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Uterine Deviations. Dr. G. C. Dickinson 

(Long Isl Med, Jour., Jan., 1912) thinks that a 
study of the different operative methods employed 
in these conditions suggests th^t uterine rest is the 
main factor to be obtained. Metritis and its asso- 
ciated parametritis are aggravated and continued by 
movements of the body — walking or breathing so 
move the pelvic parts and keep up minor traumat- 
isms that congestions continue. Tampons and pas- 
saries, which act as temporary splints, and opera- 
tions that give relief and support, all tend to a re- 
cuperation of local tone and a return to 
normal of vascular changes, but in hystero- 
pexies, as in the treatment of other conditions, we 
must not forget the individual. We must 
study her nerve tonus, her susceptibilities, deter- 
mine whether she is easily affected by pain, and find 
out the condition of her toxin-destroying organs, 
intestinal epithelia, liver and internal secretions, pay- 
ing attention to secondary anemias and the circula- 
tion. A woman who has such lowered nerve vitality 
as to be annoyed by a displaced uterus will have 
co-existing tissue and functional defects in other 
organs of the body. Particularly important is it to 
remember that the sympathetic system is closely as- 
sociated with the vaso-motor, and that which ex- 
hausts the action of the former will also of the 
latter, and that any type of therapy, drug, hydro- 
pathic or other, which invigorates and gives tone 
to the arterial circulation of the pelvis, will tend 
for betterment. 

New Method of Contracting the Thorax in 
Pulmonary Tuberculosis and Empyema. — The 

method employed for this purpose by Professor 
Wilms of Heidelberg is described by his assistant. 
Dr. Kolb, (Muench, med. Wochensch,, No. 47, 
1911). Incisions, 6 cm. long, are made through the 
skin of the back over the second, fifth and, if 
necessary, the seventh rib, in the region of the costal 
angle. These incisions are extended down through 
the trapezius and rhomboids in the direction of their 
fibers. Through the opening over the second rib a 
piece of bone 3 to 4 cm. long is excised from the 
first, second and third ribs. Through the opening 
over the fifth rib portions of the fourth, fifth and 
sixth rib are removed, and through the opening 
over the seventh rib any other sections of the lower 
ribs that may be required. The pleura is not likely 
to be injured because in the class of cases in which 
the operation is indicated it is as a rule greatly 
thickened. If it is necessary to immobilize the an- 
terior thoracic wall a longitudinal incision is made 
parallel to the sternal border and about 1 to 2 cm. 
from it. After exposing the costal cartilages, these 
are divided with bone forceps over their entire ex- 
tent. In the removal of sections of rib it is im- 
portant not to impair the functions of the dorsal 
muscles, especially the trapezius and rhomboid. 
After resection the ends of the ribs approximate, 
and a diminution in the size of the thoracic cavity 
takes place. Wilms' operation was particularly em- 
ployed in cases of unilateral tuberculosis of an 
upper lobe and in empyema of one entire chest 
cavity. It is only indicated, however, when the 



lower lobes on the same side and the opposite lung 
are free from tuberculous foci. Moreover, the 
tuberculous process should not be in the acute state. 
In cases of total empyema, this operation is indicated 
in every instance and is done at one sitting, while 
if performed for pulmonary tuberculosis it may be 
carried out in two stages. In the after-treatment 
the patient is placed upon the side operated on and 
the chest fixed with strips of adhesive plaster. Re- 
covery is rapid and sometimes astonishingly so. 
Kolb presents the following conclusions: 1. In 
cases of unilateral tuberculosis of an upper lobe 
the effect of Wilms' operation is to secure rest of 
the affected lung. This is accomplished as thor- 
oughly as by the radical thoraco-plastic methods in 
a large number of cases, since after removal of 
small sections of ribs a sufficient contraction of the 
thorax is obtained. If the posterior resections at 
the costal angles do not suffice, additional contrac- 
tion may be secured by division of the costal car- 
tilages. The procedure, however, is contraindicated 
if the tuberculous process has invaded other lobes, 
especially the lower ones, and if other organs are 
involved. It is particularly suitable in cases with 
chronic indurative tuberculous lesions or cavities 
with fibrous walls. 2. In total empyema the 
method causes a rapid obliteration of the upper as 
well as lower portions of the pus cavity. 3. The 
risk of subsequent displacement of heart with re- 
sulting disturbance of the circulation is extremely 
small, especially as the operation can be done imder 
local anesthesia. The fixation and collapse of the 
affected lobe is followed by diminution of the 
sputum, subsidence of cough, increase of bodily 
strength and weight, and disappearance of the fever. 

Carcinoma of the Lip, Mouth and Pharynx. — 
E. H. Beckman (Joum.-Lancet, Jan. 15, 1912) be- 
lieves that more of the extensive dissections of the 
neck, called the "block dissection," should be done 
at an early period in the disease before glandular 
involvement has taken place. Crile has had four 
times as many three-year cures in carcinoma of the 
head and neck since he adopted this procedure. The 
operation is an extensive one and looks extremely 
formidable, but in his series of cases it has not 
proven to be as dangerous as at first thought. Dur- 
ing the past three years the author has performed 
25 "block dissections" of the neck for malignant 
disease, two of them being on both sides of the neck, 
without an operative mortality. Sixteen of these 
patients were over fifty years of age, and six of 
them were over sixty. When it is remembered that 
the patient already has a disease which, sooner or 
later, will be fatal, it is only justice to him to give 
him the opportunity of cure which is held out by 
one of these more extensive operations. If, in mak- 
ing one of these "block dissections," it is necessary 
to enter the mouth, the mortality will undoubtedly 
be high on account of the infection carried into the 
deep tissues of the neck from the mouth. So that 
it seems preferable, when possible, to divid^ the 
operation into two stages, doing the "block dissec- 
tion" first, and the extirpation of the original can- 
cer at a later period. 
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Surgical Aspects of Membranous Pericolitis.— 

Dr. L. S. Pilcher {An, of Surg., Jan., 1912) states 
that as a result of his personal observations, to- 
gether with the experience reported by other sur- 
geons, it has seemed to him that right-sided pericolic 
adhesions and membraniform crippling veils and 
bands form a fairly distinct pathological entity de- 
serving of recognition as a well-defined surgical 
condition. In all cases they are a source of ill health 
and suffering. In some cases they are a positive 
menace to life. In most instances they can be relieved 
by procedures that are attended with a minimum of 
operative risk. 

Nitrous - Oxid - Oxygen Anesthesia.— Drs. S. 
Leigh and J. H. Culpepper (Old Domin. Jour. Med. 
and Surg., Oct., 1911), who developed the essentials 
of their method and the apparatus independently 
of other workers, and have used it in 700 cases with 
marked success, assert that the adapting of nitrous 
oxide with oxygen to practical use marks the great- 
est advance (with one possible exception) that has 
been made in surgery in the past fifteen years. 
Further, they believe that in a very short time this 
method of anesthesia will be in general use by the 
profession. 

How Recurrences After Gallstone Operations 
May Be Avoided or Diminished. — Professor H. 
Kehr (Muench. med. Wochensch., No. 47, 1911) 
answers this question in the following manner: 
1. The physician should refer his cases to the sur- 
geon at an early period and not wait until an opera- 
tion is no longer able to completely remove the 
inflammation and restore favorable conditions for 
the outflow of secretion. 2. The surgeon should 
operate thoroughly. He should restrict the indi- 
cations for cholecystostomy as much as possible, and 
replace choledochotomy with suture by cholecys- 
tectomy with drainage of the hepatic duct. The 
tamponade and drainage should be so arranged 
that irrigation of the duct, hepaticus and choledo^us 
is still possible at -the end of fourteen days. It is 
necessary to remember that the leaving behind of 
stones in the cystic duct and more frequently in the 
choledochus is often the result of a faulty technic 
in disposal of the stump after cystectomy, the ex- 
posure of the hepatic duct and choledochus, and the 
method of tamponade. Many so-called recurrences 
may be avoided if greater attention is paid to the 
details of the technic, as, for instance, the shape and 
size of the drainage tubes. 3. It is unfortunate that 
some physicians are still unaware that even in cases 
of stones in the choledochus (33 per cent, of all 
cases) icterus is absent, and this should lead the 
surgeon to inspect the bile passages and to probe 
or incise them in every cholecystectomy. Opera- 
tions should not be confined to the gallbladder, but 
be extended to the ductus choledochus. A simple 
cystectomy is permissible only in exceptional cases. 
4. To prevent false recurrences which may be at- 
tributable not only to the biliary passages but to 
accompanying disease of other organs, it is essential 
in every gallstone operation to inspect and palpate 
the duodenum, pylorus, pancreas, appendix vermi- 



formis, and where indications call for it, to at once 
resort to gastroenterostomy, hepatopexy, appen- 
dectomy, etc. To obtain permanent results after 
gallstone operations a sufficiently large abdominal 
incision should be made. Notwithstanding the most 
thorough operation, however, recurrences have to 
be reckoned with in about 10 per cent, of cases. 
The true recurrences of which so much is said oc- 
cupy a subordinate place, and chiefly follow con- 
servative methods, while they are practically absent 
after cystectomies and drainage of the hepatic duct. 

Cardiac Changes Secondary to Uterine Myoma- 
ta.— Dr. P. S. Doane {Surg., Gyn. and Obst., Jan., 
1912;, from a study of this subject, is led to make 
the following deductions: That uterine myomata 
are dangerous growths at all times and demand 
removal if secondary symptoms are not too aggra- 
vated. That too little attention has been paid to 
the secondary symptoms and that the assistance of 
the trained specialist is not called upon frequently 
enough. That if operation be resorted to, it be done 
with speed. That the anaesthetizer be well trained 
and informed of any complication. That the heart 
be carefully watched after the operation. 

Sprain Fracture.— Drs. G. G. Ross and L. F. 
Stewart {An. of Surg., Jan., 1912) advise that the 
seat of fracture together with the joint nearest the 
fracture should be immobilized. When carpal or 
tarsal bones are involved, the wrist-or ankle-joint 
should be immobilized with' the smaller joints. 
Plaster of Paris serves this purpose best in the 
upper as well as the. lower extremity, and rest of 
the body for absolute rest is essential. Casts should 
be used for three weeks; at the end of this time 
moderate motion may be started. Massage should 
be begun at the end of ten days. In an uncomplicated 
case, fairly free use of the injured tissues can be 
allowed at the end of the sixth w.eek. This treat- 
ment is arbitrary, and must of course be influenced 
by the individual case. General relaxation of joints 
may follow as a result of treatment, if care is not 
taken to avoid muscular atrophy. Proper treatment 
gives excellent results, which are permanent Lack 
of treatment and treatment as sprain (drug-store 
treatment) provide many cases of chronic arthritis, 
deformity, persistent pain, and weakness ; excessive 
callus formation is a common result; non-union, 
permitting the free bony tissue to catch between 
joint surfaces, can occur. The authors* conclusions 
are as follows: 1. History of sufficient injury, with 
a sharply localized area of swelling and acute ten- 
derness over a region of ligamentous or tendinous 
attachment, means sprain-fracture. 2. X-ray is not 
essential for the recognition of sprain-fracture. 3. 
The external malleolus is probably the most fre- 
quent seat of sprain- fracture. 4. About IS per cent, 
of all fractures are sprain-fractures. 5. That condi- 
tion, formerly called severe sprain, is sprain-frac- 
ture. 6. The condition resulting from stretching of 
soft parts is better termed strain. 7. Sprain- fracture 
is probably a part of the pathology of every dislo- 
cation. 8. If in doubt as to whether or not sprain- 
fracture has occurred, treat as sprain-fracture. 



Digitized by 



Google 



FXBRUABY, 1912 



Monthly Index of Surgery and Gynecology. 



INTERNATIONAL 
JOURNAL OF SinrOCRY. 



63 



Montlily Index of Surgery and Eynecolog 

Abdominal Section under Spinal Analgesia with or without the Aid 
of General Anesthesia. With Notes of 66 Cases (Brit. Med. 
Jour., Dec. 23^ 1911). L. McGavin, London. 

-^^^Hf^^P^^^^Z^J*^* oj the Vertebral Column (Lancet. Dec. 2, 
1911). F. Frascr, T. McPhcrson, Bath. 

Acute Pancreatitis, Surgical Treatment of (An. of Surg., Jan.. 1912). 
W. Korte. Berlin, Germany. 

ApMndicitis. a Consideration of the Complications of cTex. S. 
Jour. Med.. Jan., 1912). J. N. Hall, Denver. 

Arteriovenous Anastomosis in the Treatment of Gangrene of the 
Extremities (Surg., Gyn. and Obst., Jan., 1912). A. E. Hal- 
stead, R. T. Vaughan, Chicago. 

Bier's Hvperemic Treatment (Bnt. Med. Jour., Dec. 16, IWl). H. 
F. Waterhouse^ London. 

Brain Decompression (Col. Medic. Jan., 1912). E. F. Root. Salt 
Lake City. 

Brain Surgery, Technic of (Charl. Med. Jour., Jan., 1912). H. 
Norris, Rutherfordton, N. C. 

Cesarean Section. A Discussion of the Technique with Report of 
Eleven Cases (Surg., Gyn. and Obst., Jan., 1912). E. M. 
Pnnce, Birmingham, Ala. 

Cancer of the Rectum and its Treatment (Lancet, Dec. 30, 1911). 
P. Lockhart Mummery, London. 

Cancer. Primary, of the Vagina, with Report of a Case (Tex. S. 
Jour. Med., Jan^. 1912). J. T. Moore. Houston. Tcx- 

Caranoma of the Gastrointestinal Canal (Buf. Med. Jour.. Jan.. 
1912). W. J. Mayo. Rochester, Minn. 

Cardiac Changes, Secondary to Uterine MyomaU (Surg.. Gyn. 
and Obst., Jan.. 1912). P. S. Doanc, Chicago. 

Colitis, Varieties of. and their Diagnosis by Sigmoidoscopic Ex- 
amination (Brit. Med. Jour., Dec. 30, 19U). P. Lockhart 
Mummery. London. 

Colonic Intoxication (Am. Jour. Surg.. Jan.. 1912). J. F. Binnie. 
Kansas Cty. 

Complications of Gastrointestinal Surgery, Prevention and Treat- 
ment of (Pa. Med. Jour., Jan., mZ). D. Guthrie. Sayre, Pa. 

Congenital Hypertrophic Stenosis of the Pylorus. Surgical Treat- 
ment of (Northw. Med., Jan.. 1912). R. T. Richards, Salt Lake 
Citjr. 

Conffeniul Talipes in Infants, Treatment of (Jour. Tenn. S. M. A., 
Jan., 1912). R. W. BUUngton, Nashville. 

Conservation of the Ovary (Can. Med. Assoc. Jour., Jan., 1912). 
W. W. (Hiipman. 

Control of Bleeding in Brain Operations (Am. Jour. Surg., Jan., 
1912). J. R. Eastman, Indianapolis. 

Drainage of Acute Pleural Empyema in Children (Am. Jour. Surg.. 
Jan., 1912). S. W. Kelley, Cleveland. 

Ectopic Gestation, Significance of Delayed Operation in (Am. 
Jour. Obst., Jan.. 1912). E. Marvel. Atlantic City. * 

Ectopic Pregnancy, Treatment of (Am. Jour. Obst.. Jan., 1912). 

C. A. Stillwa^en. Pittsburgh. 

Epigastric Hernia, a Cause of Chronic Diarrhea (An. of Surg., 

Jan., 1912). F. Cobb, Boston. 
Esopha^oscopy and Bronchoscopy. Reports of Cases of Foreign 

Bodies is the Esophagus ancl Bronchi Operated on by the Kil- 

lian Method (Surg., Gyn. and Obst.. Jan.. 1912). T. Hubbard. 

Toledo. : 
Estimation of Vital Resistance of Patient with Reference to Pos- 
sibility of Recovery (Pa. Med. Jour., Jan.. 1912). J. C Blood- 
good. Baltimore. 
Exophthalmic Goiter. Practical Points in Surgical Treatment of 

(Am. Jour. Surg.. Tan^ 1912). A. J. Ochsner. (Hiicago. 
Exophthalmic Goiter, the Surgical Treatment of (South. Med. Jour.. 

Jan., 1912). G. Torrance, Birmingham, Ala. 
Fibroid Tumors of the Uterus, 57 Consecutive Operations for 

(Jour. M. A. of Ga., Jan., 1912). E. G. Jones, Atlanta. 
First and Last Kink in Chronic Intestinal Stasis (Lancet. Dec. 2, 

19U). W. A Lane, London. 
Fixation of ithe Kidney, a New Operation for (N. Y. Med. Jour., 

Jan. 20, 1912). F. McK. Bell, Ottawa. 
Fracture of the Floor of the Acetabulum (An. of Surg.. Jan., 

1912). P. G. SkiUem, H. K. Pancoast. Philadelphia. 
Fracture of the Sesamoid Bones (An. of Surg.. Jan.. 1912). G. P. 

Mueller, Philadelphia. 
Fractures, Operative Treatment of. Based on Operation of Eighty 

Patients lAm. Jour. Surg., Jan., 1912). W. Bartlett, St. Louis. 
Fractures. Operative Treatment of (N. Y. Med. Jour., Dec. 28, 

1911). E. P. Maeruder, Washington, D. C 
Fractures, Repair oL with Steel Splints (Surg., Gyn. and Obst., 

Jan.. 1912). E. H. Beclcman. Rochester. Minn. 
Gastrojejunostomy (Am. Jour. Surg.. Jan.. 1912). W. J. Mayo, 

Rochester, Minn. 
Goiter, an Analysis of the Last Fifty Cases of, Operated on St. 

Luke's Hospital (Va. Med. Semi-Mo., Jan. 26. 1912). S. Mc- 

Guire, Richmond. 
Goiter, the Surgical Treatment of (Med. Rec, Jan. 18. 1912). W. 

W. Hamilton, Columbus. O. 
Gonorrheal Epididymitis, Operative Treatment of; 68 Cases (Lanc- 

Clin.. Jan. 6, 1912). F. R. Hagner. H. G. Fuller, Washington, 

D. C. 

Graves' Disease, Surgical Aspects of (Am. Jour. Surg., Jan., 1912). 

G. W. Crile, Cleveland. 
Harelip, the Treatment of (Surg., Gyn. and Obst., Jan., 1912). 

T. W. Brophy, (Hiicago. 
How Long Shall Patients be Kept in Bed after Operation? (Pa. 

Med. four., Jair. 1912). R. T. Miller, Pittsburgh. 
Hypospadias, the Treatment of (N. Orl. Med. and Surg. Jour., 

Jan., 1912). F. W. Parkham, New Oricans. 
Ideal Abdominal Incision for Pelvic Surgery in the Female (Jour. 

A. M. A., Tan. 18, 1912). C. G. Child, Jr., New York. 
Inguinal Herma in (Hiildhood, the Management of (Med. Rec, 

Jan. 20. 1912). W. F. Campbell, Brooklyn, N. Y. 



Intraarticular Silk LigamenU for Fixation of Loose Joints in the 

?*****imof **^?Jy^* ®^ Anterior PoliomyeUtis (Buf. Med. Joar.! 

Jan., 1912). B. Bartow W. W. Plumier. Buffalo. ^ ' 

Intravenous General Anesthesia (Bost. M. and S. Jour.. Dec. 26, 

1911). A. M. Dodge, Boston, 
lodin Methods of Skin Sterilization, the History of (Am. Jour. 

Obsw Jan., 1912). J. E. Cannaday. Charleston. W. Va. 
Knec-Joint Amputations, Report of a New Method (Jour. A. M. 

A., Jan. 6, 1912). C. E. Phillips, Ancon, Canal Z6ne^ 
Lateral Curvature ©^ the Spine, a ^oint in the Treatment of (Jour. 

A. M. A., Dec. 30, 19lf). E. A. Rich, Portland. Ore. 
Lymphatics of the .Scrotum in Relation to the Radical Operation 

for Scrotal Epithelioma (Lancet. Dec. 2, 1911). J. Morley. 

Manchester. "* ^*^J^» 

^^?qi9*^°''"t ^^"p^i"l*'' ^^'«*Sf* ^^,Pt^^^^ **^ ^^- o^ Surg.. Jan.. 
., ,^^>- L. S. Pilcher, Brooklyn, N. Y. 

^"ViPi? ^Jl*°A"^*y: Tumors, Treatment of (Med. Rec, Dec. 23. 

^ 1912). R. H. Boggs, Pittsburgh. ' ' 

Nephropexy (Am. Tour. Surg.. Jan.. 1912). J. H. Carstens. Detroit. 

Papilloma of the Bladder Treated by the Oudin or High I^requcncy 

''"*^el^Jot..^ic'.Tl9Sr*Sj?n^s?ti;er^^^^ "^ ^^"^- 

Permanent Suprapubic Drainage of the Bladder Without Leakage: 
Report of a Case (Cal. S. Jour. Med., Jan.. 1912). H. lE^ 
San Francisco. ' 

Popliteal Incision for Removal of "Joint Mice" in the Posterior 
Capsule of the Knee- Jomt (Bost M. and S. Jour.. Dec 28. 
1911). E. G. Brackett, R. B. Osgood, Boston. 

Postoperative Treatment of General Suppurative Peritonitis (Med. 
Rec, Jan. 6, 1912). A. Judd, New York. 

Prevention of Postoperative Gynecologic Psychoses (Jour. A. M. 
A., Jan. 13, 1912). R. P. Cole, MobUe. Ala. 

Prostatectomy, the Indications for. and the Advantages of the Supra- 
pubic Method (N. Y. Med. Jour.. Jan, 20, 1912). J. A. cird- 
ner. Buffalo. 

Prostatectomy, the Technic of (AtL Jour.-Rec Med., Jan.. 1912). 

E. G. Ballenjser. O. F. Elder, Atlanta. » « ^. 
Prostatic Dysuria, the Choice of C)peration for the Relief of, and 

the Preliminary Treatment Indicated (Jour. Mich. S. M. S . 

Jan.. 1912). P. M. Pilcher, Brooklyn. en. a. as. o.. 

Radium in Malignant Disease and Varicose Ulceration (Brit. Med. 
^ Jour.. Dec. 9. 1911). T. R. MacDonald. 

Relation of Gastrocolic Displacements to Certain Intrapelvic Con- 
ditions in Women (Am. Jour. Obst., Jan., 1912). C L. L. 

Reed, Cincinnati. 
Renal and Ureteral Calculi, Some Common Errors in the Diagnosis 

of (Am. Jour. Urol., Jan., 1912). H. Cabot. Boston. 
Renal Tuberculosis, the Early Diagnosis ot, and its Treatment 

(Am. Tour. Dermat., Jan.. 1912). H. D. Lewis. Baltimore 
Richter's Henua (Surg., Gyn. and Obst., Jan., 1912). C S. White. 

Washington. D. C. 
Spinal Anesthesia, the Routine Use of. A Study of 600 Consecu- 

" .^ .. ,, . , ^ _ -„^^ Q Richards, 

in., 1912). G. G. 

and 80. 1912). E. 

Jan. 20, 1912). J. 

Med. Jour.. Jan.. 

or. Dermat, Jan.. 

IT., Dec. 9, 1911). 

r. S. Jour. Med.. 

tid for Aneurism 
vith New Technic 
rin. Columbus. O. 
ed. Jour., Dec 28, 

rs in Uterine Can- 
B. ChM»e, Brook- 
lyn, w. Y. 

Thyroid, Diseases of the (Jour. Mich. S. M. S., Jan.. 1912). C. H. 
Mavo, Rochester. Minn. 

Transplantation of toe Cord in Operations for Hernia (Med. Rec, 
Dec. 80, 19U). A V. Moschcowitz, New York. 

Trunk Anesthesia (Med. Rec. Dec. 80. 1911). B. Holmes. Chicaco. 

Tubercular Knee Affections, Operative Measures for (Bost. M. 
and S. Jour., Tan. 11, 1912). H. W. Marshall, Boston. 

Two Rubber Drainage Tubes, with a Single Stab Wound Exit, ia 
Abdominal Surgery (Tour. A. M. A., Dec 23, 1911). P. A. 
Harris, Paterson, N. J. 

Uterine Cancer, Operability of (Jour. Mo. S. M. A, Jan., 1912). 

F. J. Taussig, St. Louis. 

Uterine Myoma. Personal Observations in the Studv of 140 Con- 
secutive Operations (Jour. A. M. A., Dec. 23, 1911). W. B. 
Dorsett, St. Louis. 

Vein to Vein Transfusion for Anemia Due to Hemorrhage Caused 
by Disease of or Injury to Intraabdominal Organs (Pa. Med. 
Jour.. Jan.. 1912). G. M. Dorrance, N. Ginsberg, Phila. 

Venoperitoneostomy for Relief of Ascites, Improved Technic of 
(Jour. A. M: A., Dec. 80, 1912). H. E. Castle. San Francisco. 

What Can be Done to Preserve the Strength of Surgical Patients 
During their Stay in Bed (Pa. Med. Jour., Jan., 1912). J. M. 
Baldy, Philadelphia. 

Wounds, Treatment of, with Reference to Tetanus Prophylaxis 
(Jour. A. M. A., Jan. 18, 1912). O. Berghausen, C. E. How- 
ard. Cincinnati. 

Wrist-drop and Allied Conditions, an Operation for the Reliel of 
(Surg., Gyn. and Obst., Jan., 1912). T. G. Davis, T. G. FItdeir. 
Los Angeles. 



Digitized by 



Google 



64 



The International Journal of Surgerv. 





Diseases 

OF THE 

Digestive Tract 

Interstate Medical Journal 

MARCH, 1912 

In harmony with the policy of publishing *' Symposium Numbers/' at intervals, on 
timely subjects, the Editors of the INTERSTATE MEDICAL JOURNAL have out- 
lined a number on '* Diseases of the Digestive Tract *' for March, 1912. 
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tions to medical literature which command the attention of progressive physicians 
wherever the English language is read. 
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Diseases of the Digestive Tract are always of special interest to the physician, 
since probably more than half of his practice is confined to gastro-intestinal disturb- 
ances, and just now of TIMELY interest, because of recent advances in methods of 
diagnosis and treatment of these diseases. 
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GASTROENTEROSTOMY AND THE GAS- 
TRIC FUNCTION.* 

By William Francis Campbell, M.D. 

Professor of Anatomy y Long Island College Hospital; Sur- 
geonin-Chief, Trinity Hospital, Brooklyn, N. Y. 

True advance in surgery is along the line of con- 
servation — conservation of structure and of function. 
Progress in the past has been marked by refinement 
of anatomic detail ; at the present it must receive a 
fresh impetus by recognizing and correlating the 
new physiology and the vast possibilities it suggests 
to the clinical surgeon. 

The immediate beneficence of gastroenterostomy 
is well established ; the technic of the operation has 
been so perfected that the procedure is safe and the 
immediate results satisfactory. These questions are 
settled. Those who follow their cases, however, 
are not always satisfied with the remote effects, nor 
are all patients permanently benefited. When our 
patients return several months after operation com- 
plaining of periodic vomiting of bile colored fluid or 
gastric distress after each meal, with real disability 
and impaired nutrition, the elation of the primary 
success is somewhat dampened by unexpected re- 
mote complications and the embarrassment of not 
knowing what to do next. A study of the gastric 
function in the light of modern physiology and the 
modification of the function by the establishment of 
a new exit for the stomach contents may assist in 
forming a correct estimate of the real value of gas- 
troenterostomy and the indications which justify its 
emplo)anent. It is fairly questionable whether gas- 
troenterostomy can ever become an ideal operation 
from a functional standpoint. Its purpose is to 
short-circuit the upper portion of the intestinal tube 
so that the gastric contents pass directly into the 
jejunum instead of traversing the pylorus and duo- 
denum. Is the purpose always successful and what 
arc the causes of defeat? 

• Read before the Brooklyn Surgical Society, February i, 1912. 



First, consider the size and shape of the normal 
stomach. In the study of one hundred apparently 
normal stomachs we are convinced that there is no 
organ of the body that shows such variations. The 
vertical diameter of our specimens varied from four 
to fourteen inches, while the shape, though like- 
wise variable, could be grouped according to certain 
types of which we shall speak later. The common 
conception of the shape of the stomach is that of 
the text-book picture; there has been too little ap- 
preciation of the great variety of form and the in- 
dividual peculiarities which each case presents. It 
is evident that the form of the stomach cannot be 
demonstrated through a three or four inch incision. 
The older text-books represented the stomach as in 
Fig. 1, the lesser curvature above, the greater 
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curvature below, and the long diameter horizontal. 
The newer text-books represent the stomach as in 
Fig. 2 ; the lesser curvature to the right, the greater 
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to the left, the long diameter vertical. A composite 
picture of our one hundred specimens indicates that 
the long diameter of the stomach is slightly obEque, 
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extending downward from left to right as in Fig. 
3. It will also be noted later that this form is more 
nearly in accord with its structure and function. 

Second: The stomach is structurally and func- 
tionally an organ with a twofold purpose. First, it 
is to receive the food as a reservoir; second, it is 




\o triturate the food and prepare it for intestinal 
digestion. 

This twofold function is plainly marked in its 
structure, for about the middle of the body there 
is a distinct line of demarcation observed in the 
thickness of the stomach wall; above this line the 
wall is comparatively thin and forms the cardiac 
pouch, below this line and extending to the pylorus 
the wall is thickened and forms the pyloric tube 
(see Fig. 3) ; not only this but the mucosa, while 
comparatively smooth in the cardiac pouch, is 
thrown into" deep folds where it lines the pyloric 
tube. This division of the stomach into a cardiac 
pouch for storage and a pyloric tube for trituration 




exactly corresponds with the twofold gastric func- 
tion. 

Third : While the cardiac pouch is passive, simply 
maintaining sufficient tonic contraction to slowly 
push the food into the pyloric tube, the latter is 
active in churning the food and mixing it with 



the gastric juices. This is accomplished by the per- 
istaltic waves impelling the food toward a closed 
pylorus, which, we shall see later, automatically 
opens at intervals to discharge small jets of chyme 
into the duodenum. 

Thus it is evident that the passive cardiac pouch 
and the active pyloric tube are of considerable sig- 
nificance in any operation which seeks to modify 
the gastric function. This adaptation of structure 
to function is well demonstrated in the types of 
stomach which we have observed. In Fig. 4, the 




cardiac pouch is large and the pyloric tube propor- 
tionately small; in Fig. 5, the conditions are re- 
versed ; while Fig. 6 represents the composite type. 
In all of our specimens these two physiologically 




distinct regions were indicated by a slight constric- 
tion with a thickening of the muscular fibers — ^a 
sort of "circular muscle" which is probably an 
active factor in separating the two portions. When 
the "circular muscle" is highly developed a distinct 
constriction is found at the junction of the two 
regions, and there results an hour-glass t)rpe of 
stomach, as shown in Figs. 7, 8 and 9 — z type by 
no means rare. Ten per cent, of our series show 
such constriction. The smallest constricting ring 
admitted the index finger. It will be recalled that 
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this is the normal arrangement in certain rodents 
and other animals. Whether this is a reversion to 
type or a perversion of function is a matter of con- 
jecture. 




T(o.7. 



Fourth : The erroneous conception which has pre- 
vailed that the stomach empties by gravity-drainage 
has done much to befog the real value of gastro- 
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enterostomy. Neither the stomach nor any portion 
of the intestinal tube, whether through natural chan- 
nels or artificial openings, is emptied by gravity- 




"f'f-?- 



drainage. Cannon has shown that "when the body 
is in the upright position and a large artificial open- 
ing connects the stomach and the intestine, water 



will not run out ; gravity can have no effect because 
of the hydrostatic relations in the abdomen. In order 
that food may move onward through the alimentary 
canal, muscular contraction is necessary to create a 
difference of pressure." 

The emptying of the stomach is effected by one 
of the most remarkable automatisms, in the body. 
The pylorus is a true sphincter; as its name implies 
it is "the keeper of the gate." It is essential to ap- 
preciate the action of the pyloric sphincter in order 
to understand that "the stomach is emptied gradually 
during the course of gastric digestion and not sud- 
denly at the end," as is often surmised. While the 
pyloric sphincter is closed tightly as the food is 
churned in the pyloric tube, it occasionally relaxes 
to permit a discharge into the duodenum. Thus the 
relaxation and closure of the pylorus are intermit- 
tent. 

This intermittent discharge due to the relaxation 
and closure of the pylorus Cannon has shown is 
governed by a law known as the "Acid control of 
the pylorus," which may be formulated as follows : 
Acid on the gastric side relctxes the pylorus, acid 
on the duodenal side closes the pylorus. Thus it is 
the action of acid on the two sides of the pylorus 
which produces alternate relaxation and contraction 
of the sphincter. Thus is explained the phenomena 
of h)rperchlorhydria causing a retardation of gastric 
discharge, stasis, and dilatation. The hyperacid con- 
tents on the duodenal side hold the pylorus closed 
for a longer period, since it takes a longer time 
for the pancreatic secretion to neutralize it and thus 
bring about relaxation. Hyperacidity means phys- 
iological pyloric stenosis. Correction of the hyper- 
acidity relieves stasis and gastric dilatation. 

In view of the foregoing facts, what effect upon 
the gastric function is produced by making an arti- 
ficial opening to short-circuit the gastric contents 
as in gastroenterostomy? 

First and most important is the physiological fact 
that when no obstruction exists in the pylorus none 
of the gastric contents is transmitted through a gas- 
troenterostomy opening. The stomach is not a 
passive pouch, nor does an artificial opening at the 
most dependent point imply gravity-drainage. Nei- 
ther the stomach nor any other portion of the gas- 
trointestinal tube is affected by gravity-drainage. A 
consideration of the hydrostatic conditions in the 
abdominal cavity demonstrates that gravity-drain- 
age is impossible. The gastrointestinal content docs 
not move forward unless the pressure is greater on 
one side than on the other (Cannon). Experiment 
shows that if the pylorus is patent and an artificial 
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opening is made, food makes its natural exit through 
the pylorus. .Not only this, but when the stomach 
wall is stretched by a large quantity of ingesta, the 
food is not forced through the artificial opening ; on 
the contrary, as the edges of the artificial opening 
are stretched apart, the attached intestine is flat- 
tened and drawn across the opening, thus forming a 
cover for the aperture and becoming practically a 
part of the gastric wall (Fig. 10^. 

Gastroenterostomy, therefore, in the presence of 
an unobstructed pylorus is futile. 

It is evident, therefore, that gastroenterostomy is 
to be performed only in the presence of a demon- 
strable lesion or evidence of stenosis. Even in cases 
presenting a typical history of gastric lesion it is not 
wise to propose a gastroenterostomy as the only 
means of cure. Symptoms of severe gastric disease 
may often be explained by exploring the appendix 
and gallbladder. A gastroenterostomy must pre- 
suppose a gastric lesion and not merely gastric symp- 
toms. A few years since a prominent woman of this 
borough was seen by the author and a diagnosis of 
duodenal ulcer promptly made. Elaborate prepara- 
tions were made for a gastroenterostomy which at 
that time seemed a formidable procedure. The pa- 
tient and the family were carefully drilled in the 
technic of this operation. When the abdomen was 
opened' there was no demonstrable gastric lesion. 
The cause of the symptoms was found in a chronic 
appendicitis. 

Again, the instructions given to make the opening 
in the most dependent part of the stomach mean 
nothing; dependency of the aperture has no effect 
upon its efficiency. The aperture should be placed 
in the pyloric tube near the pylorus where the fluid- 
ity of the food and the mechanical pressure is great- 
est. Many of the distressing symptoms from kink- 
ing which sometimes follow this operation will be 
avoided if two or three inches of both the proximal 
and distal loops of the intestine are sutured to the 
stomach wall. 

394 Clinton Ave. 

In applying adhesive plaster directly to the skin 
I take pains to shave the hair. I am sure that this 
rule is not generally observed — a breach that causes 
the patient acute suffering upon removal, owing to 
the rich nerve supply of the hair follicles. Where 
the hair grows out thick and stubby, as from the 
scalp and beard, the part must be shaved or the 
plaster will not adhere. Such brutal depilation 
causes the patient to complain bitterly, and leaves 
minute wounds of the hair follicles, which invite bac- 
teria and may result in furuncles. — Dr. P. G. Skil- 
lern, Jr., (Pa. Med. Jour., Sept., 1911). 



A UNIQUE CASE Of KNEE-JOINT SUR- 

GERY— COMPOUND FRACTURE WITH 

DELAYED UNION.* 

, By William C. Dugan, M.D., Louisville, Ky. 
Professor of Surgery and of CHntcal Surgery in the Univer- 
sity of Louisville, Medical Department. 

Gentlemen : The patient to be brought before you 
is a male, aged twenty years, a circus performer, 
who was admitted to the hospital two months ago 
with a fracture of the right femur in the upper third. 
His leg had remained flexed until there had devel- 
oped a false ankylosis of the knee-joint in the flexed 
position so that he was barely able to walk. 

It will be recalled that a few days ago, with my 
consent, Drs. Parsons and Bailey undertook (with 
the patient under anesthesia) to break the adhesions. 
These gentlemen stated at the time that they could 
feel the adhesions yielding under gentle manipula- 
tion, showing that they had not become firmly or- 
ganized. However, to their great astonishment, it 
appears that an extremely unusual accident occurred 
during their manipulations, i. e., the aponeurosis of 
the quadriceps extensor muscle was torn loose from 
the patella along with a thin piece of the bone. 

The patient now has quite an extensive effusion 
into the knee-joint, which, from the history, we 
think is a blood clot. He has suffered the most ex- 
cruciating pain for forty-eight hours, and to afford 
relief it is now proposed to open the joint, remove 
the blood clot by thorough irrigation, and suture the 
aponeurosis. It may be that the aponeurosis is torn 
in such manner that it cannot be sutured, but this 
cannot be definitely determined until the parts have 
been exposed. Even if there be complete separation 
of the aponeurosis, it is believed that it can be united 
by suturing, with a reasonable prospect of securing 
future function of the knee-joint. This is one of 
the unfortunate cases that we dislike to treat. How- 
ever, the patient was practically a cripple and it was 
thought benefit might accrue from breaking up the 
adhesions. 

In opening the knee-joint, it must be remembered 
there is considerably more risk of infection and the 
development of sepsis than after the performance 
of celiotomy. The peritoneum, which is nothing 
more than a large lymph sac, seems able to take care 
of septic material in far greater degree than any of 
the joints. The knee-joint above all is the one we 
dread the most, but if we are careful in the operation 
and our technic is faultless, no fear need be enter- 
tained of infection from without. 



^ Clinical lecture delivered at Louisville City Hospital. 
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This boy is under the age of twenty-one years 
which further complicates matters. We dislike to 
operate upon a patient under the legal age without 
consent of the parents, or, in case they are dead, 
of the guardian. However, this boy does not live 
in Louisville, he merely stopped here for treatment 
when the circus passed through, he is suffering in- 
tensely, there is no time to communicate with his 
parents, and we must do something promptly to give 
him the necessary relief. The operation, therefore, 
is in the nature of an emergency. It has been de- 
cided in the higher courts, as I am advised, that an 
emergency in surgery shall be met regardless of the 
consent of parents; likewise in case a wife is in- 
jured and the surgeon cannot await consent of the 
husband. However, in every instance where prac- 
ticable it is advisable to obtain consent of the family 
before proceeding with the performance of any seri- 
ous surgical operation, and this even in an emer- 
gency case where the patient is perfectly rational. 

In suturing the aponeurosis, either chromicized 
catgut (twenty or forty day), kangaroo tendon, or 
silver wire may be employed, preferably the two 
first since the last will often have to be removed. 
Sometimes celluloid yarn is used, but this is open 
to the same objection as silver wire, i. e., it has to 
be removed from the tissues. However, where 
placed so near the slrin as in this case, removal of 
non-absorbable sutures is not a very serious matter. 
Of course any non-absorbable suture acts as a for- 
eign body, and after serving its purpose must nec- 
essarily be removed, or it may become encysted. 

It may be interesting to note in connection with 
the accident which happened in this case, that I have 
seen the humerus broken by an attempt to separate 
adhesions at the shoulder- joint, and in another in- 
stance where the surgeon undertook to reduce an 
old shoulder-joint dislocation. The hip has also been 
fractured in the same way, but this is the first case 
I have ever observed where the patella was frac- 
tured, or the aponeurosis torn loose, in an attempt 
to overcome a false ankylosis of the knee-joint. 

As the patient is now anesthetized, I wish you 
would observe the size and shape of the knee-joint. 
The swelling is considerable and feels elastic like 
a tumor. We first thoroughly paint the skin for a 
considerable distance above and below the knee with 
a preparation composed principally of tincture of 
iodin, which is pronounced by some surgeons to be 
an excellent method of sterilizing the field of opera- 
tion. It has not been tried long enough for anyone 
to predict what the ultimate conclusion will be con- 
cerning the advisability of its employment, but so far 



we have observed no good reason for not recom- 
mending and using it. This preparation is applied 
without previous washing or scrubbing of the skin, 
since soap defeats the object sought to be obtained 
by use of the iodin. 

A curved incison is made, beginning above the 
patella, and attention is called to the extensive bruis- 
ing and ecchymosis of the tissues through which the 
knife passes. The flap being dissected free to the 
aponeurosis and reflected downward, will permit us 
to ascertain the character and extent of the rupture. 
We can now observe that where the tear occurred 
the patella is entirely detached from the aponeurosis, 
and the joint is filled with a large blood clot. We 
will practice thorough irrigation with saline solu- 
tion, thus removing all the clot. The aponeurosis 
is completely torn away from the upper margin of 
the patella together with a thin fragment of bone 
about one-sixteenth of an inch in thickness. We find 
it will be necessary to drill the patella, since we shall 
'be unable to pass the needle through it as we had 
hoped, and the parts will then be brought together 
with sutures. We have applied three sutures, and 
you can see that the parts are in good position. The 
aponeurosis particularly should be carefully united, 
as this is really of more importance than wiring or 
otherwise bringing together the bone fragments. At 
the upper part of the synovial pouch the finger 
passes into another rent, like a button-hole, which 
is also filled with clotted blood. The synovial mem- 
brane is markedly edematous. There is no sign of 
any adhesions about the joint, so the only way we 
can account for this rupture is structural change 
in the muscle. The torn aponeurosis will be sutured 
with chromicized catgut, as were the bone frag- 
ments. 

In the application of these sutures care must be 
exercised not to break the needle. Not long ago a 
lawsuit was instituted against a prominent surgeon 
as a result of leaving a portion of a broken needle in 
the tissues after the performance of a Matas opera- 
tion for an aneurism. Just as the surgeon was fin- 
ishing his operation, a long needle broke, a portion 
thereof remaining in the tissues, and it was discussed 
pro and con whether he should reopen the wound 
and remove the needle, or permit it to remain. After 
the operation was completed and the patient became 
conscious it was explained to him that the needle 
had broken, and that it had been decided by all 
present that it was best not to reopen the wound at 
that time to accomplish its removal. Later it seems 
the patient decided that the surgeon had the most 
money and conceived the idea of forcing him to 
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divide; therefore suit was brought and judgment 
secured in the sum of five thousand dollars against 
the defendant! 

We have used twenty-day chromicized catgut for 
suture of the patella, and the aponeurosis will be 
united with similar material. As already suggested, 
suture of the aponeurosis is by far the most im- 
portant step in the operation. The interior suturing 
now having been completed, the result thus far may 
be observed. It was necessary to slit the muscle and 
fascia above rather extensively to obtain free access 
to the deeper tissues. Before closing the external 
wound we will again thoroughly irrigate the opera- 
tive field, and then place the drainage tube in proper 
position. 

In this connection, it may not be uninteresting to 
refer briefly to an accident which happened a few 
years ago wherein a member of the Louisville base- 
ball team received a severe knee injury. While 
making a desperate effort to "get home" after a 
"short ball" he fell and sustained an injury to his 
knee which was promptly followed by hemorrhage, 
just as occurred in the case before us. Pain be- 
came so intense that the only hope of rejief was to 
incise the knee-joint. The operation was ^unwisely) 
performed in his room at one of the hotels, but tfie 
result proved to be as good as could have been ob- 
tained in the best equipped hospital. Of course the 
man was rendered unfit for duty as a ball player 
the balance of that season, but during the following 
year he did the best work of his professional career. 
This case is merely mentioned to illustrate the fa- 
vorable outcome of a severe injury to the knee, but 
by no means should it be expected similar results 
will accrue in all cases. It is advisable to be guarded 
in prognosticating what may be the ultimate out- 
come of all surgical operations of this kind. 

The skin wound has now been closed by inter- 
rupted sutures, and the finished operation may be 
observed. We employed three heavy chrwnicized 
(twenty-day^ catgut sutures in the patella, passed 
them out close to the under edge, then carried them 
above the thin layer of bone constituting the upper 
fragment, bringing the bones in good apposition 
before tying the sutures. In closing the skin in- 
cision good coaptation has been secured by using 
four interrupted sutures. The drainage tube having 
been introduced is anchored by a suture in the lower 
angle of the wound. This is done for the purpose 
of preventing the tube from slipping out or in, as 
the case may be, which would most likely otherwise 
occur. In Prof. Jacobi's clinic in Bellevue Hospital 
some years ago an assistant neglected to anchor the 



drainage tube to the chest wall in operating for 
suppurative pleuritis, and as 9 result it slipped into 
the pleural cavity, which caused considerable unfa- 
vorable criticism. 

The dressings have been so applied around the 
drainage tube that they will not need to be changed 
for the removal of the tube which can be done in 
from twelve to thirty-six hours. The patient will 
be carefully watched, and the dressings will not be 
disturbed until the end of a week unless in the 
meantime some condition develops demanding it. 

If this patient had merely sprained his knee, had 
there occurred no laceration or tearing of the liga- 
ments, nor hemorrhage resulting in blood clot, treat- 
ment would naturally have been decidedly different. 
In other words, the method of procedure would 
have depended entirely upon the condition present 
and the amount of discomfort experienced. Under 
such circumstances the patient could have been made 
comfortable by the application of ice or a firm c<Mn- 
press, allowing the joint to remain undisturbed. 
However, in this case the pain became so severe, 
the tumefaction was so sudden and so extensive, 
that it was evident that there had occurred either a 
rupture of the patella or, at least, of the aponeuro- 
sis, and therefore the open operation was impera- 
tively demanded to afford immediate relief. Inci- 
sion and drainage, with closure of the ruptured 
aponeurosis, constituted the most rational methofl 
of procedure under the circumstances.t 

The next patient is a poorly nourished, anemic, 
colored man of forty, who was admitted to the hos- 
pital with a compound, comminuted fracture of the 
right leg about two inches above the ankle. While 
at work on the street, a steam roller ran over his 
leg, both bones being broken into several pieces. 
The accident occurred four weeks ago, and thus 
far union between the fragments has not taken 
place. 

The patient is now brought before us that we 
may determine what additional steps if any are nec- 
essary in the matter of treatment. Examination 
shows non-union of the bony fragments, and there 
is considerable over-riding or overlappiqg of the 
ends of the bones. 

It must be remembered, in this connection, that 
delayed union does not by any means signify an 
"ununited fracture" (false joint). It is a mistake 
to employ these two terms synonymously, as their 

t This operation was performed on November 15, 1911. The 
young man has done well, there having been no infection. Pain was 
completely relieved. He is walking all over the hospital on crutches. 
He still has a plaster dressing on the leg. Motion in the knee-JoiDt 
good. Explanatory note dated December i, 191 1. W. C D. 
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meaning is not the same. In delayed union, failure 
of the fractured bones to unite is the result of some 
local or systemic condition. The ends of the bone 
have not become smooth, rounded off and hard, and 
the medullary canal remains open to the end of 
each fragment. Even in oblique fracture the ends 
of the bone are only somewhat smoothed off, the 
medullary canal has undergone but little change, and 
there is no apparent alteration in the periosteum. 
That is the condition known as delayed union, in 
contradistinction to ununited fracture, which is only 
another name for false joint, or pseudarthrosis, the 
pathology of which presents an entirely different 
picture. In addition to the ends of the bone be- 
coming rounded and smooth, the medullary canal 
is sealed at the ends of the fragments. Surround- 
ing the false joint there occurs a ligamentous for- 
mation, the periosteum becomes thickened, the os- 
teogenic or reproductive layer is destroyed, the per- 
iosteum simply serving the purpose of a ligament. 
Bursae also develop about the false point of mo- 
tion, which contain a fluid in appearance not unlike 
synovia. 

To recapitulate : In delayed union, the medullary 
canal remains practically unchanged, the end of the 
bone is somewhat smoothed off, the periosteum re- 
mains normal, i. e., does not become ligamentous, 
there are no bursae, synovial membrane nor fluid; 
whereas in ununited fracture, or false joint, the 
end of the bone is smooth and rounded, the medul- 
lary canal is sealed, bursae are formed which serve 
as synovial membrane and secrete a kind of synovia, 
the end of the bone resembling a healed amputation 
stump. 

The first requisite in the treatment of delayed 
union is to ascertain the cause. If fracture occurs 
in a patient below par in general health, or in a 
woman during lactation, or in a person poorly 
fed, or who is at the time suffering from some 
debilitating constitutional disease, such as tubercu- 
losis, cancer, rheumatism, gout, some nervous dis- 
ease, syphilis, any of the infectious diseases, etc., 
or where the ends of the bones are not in good posi- 
tion, or where there has been too much motion of 
the fragments, or again where some soft tissue is 
caught between the ends of the bones, etc., it will 
be found that after the patient recovers the broken 
bones will unite about as well as if no delay had 
occurred, provided the local or general condition 
responsible for non-union can be and is removed. 
Surgical intervention is unnecessary unless it ap- 
peals that a part of the periosteum, a tendon, a 
section of muscle, or nerve, is between the frag- 



ments, or where these so over-ride each other 
that the fractured ends do not come in contact. Un- 
der such circumstances as a matter of course the 
ends of the bone cannot unite until the causative 
factor in each individual case is removed. There- 
fore, in delayed union ascertain and remove the 
cause if possible, after which the prognosis is good. 

In ununited fracture the chances are that if sur- 
gery be invoked, failure to secure union will most 
likely be the result. Therefore, do not criticise a 
brother practitioner because he fails to secure union 
in such a case, since the same patient may later apply 
to you for treatment, and whatever action you may 
take the result may be even worse than before. 

There are several methods in common use which 
have for their object the securing of union iij un- 
united fractures. One is to inject at the site of frac- 
ture the tincture of iodin, carbolic acid, or some 
other irritating substance. Another is to forcibly 
nh the ends of the fractured bone together until 
true crepitus is obtained, in the hope of inducing 
exudation of blood serum and thus stimulating the 
formation of the requisite callus. If the bones still 
remain ununited and the patient objects to operative 
treatment, remove all dressings, put him on crutches 
in fractures of the lower limbs, and insist on his 
walking about. This is known as the ambulatory 
treatment. In the yards of some of the large eastern 
hospitals it is not unusual to see a number of patients 
with ununited fractures of the leg walking about in 
this way. In fractures of the arm the dressing is 
likewise removed, and the patient is instructed to 
"let the arm swing." Some remarkably good results 
have been secured by these methods of treatment 
after the more active measures have failed. 

If all these plans fail, the final treatment is to 
make a free incision and expose the ends of the 
bone, and with a saw or otherwise remove a section 
from each sufficiently long to expose the healthy 
medullary canal ; then fasten the fragments together 
with wire or other suitable suture material. Some 
surgeons utilize metal or bone plates, which is a 
rather popular procedure just at this time. 

Another plan, instead of bringing the freshened 
ends of the bone together, is to make a joint such 
as carpenters use in splicing timber for a plate in 
building, which affords a more extensive surface of 
freshened bone for future union. To maintain ap- 
position and keep the ends of the bone firmly to- 
gether, nails, screws, or plates may be employed. 
However, contrary to the generally accepted opinion,, 
about the only purpose that nails, wire or screws 
serve is to keep the bone ends in correct apposition 
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until the dressing is applied. After the nails or 
screws have remained for a few days, they can be 
withdrawn like a loose tooth! Therefore, the pri- 
mary object of nails, screws and other metal driven 
into the bone is simply to insure apposition until 
completion of the dressing. There is a secondary 
purpose, however, which it may be well to mention, 
i. e., to induce the circulation of a greater amount 
of blood through the parts, which favors callus 
formation. Serums and animal extracts have been 
used, but this method of treatment is only men- 
tioned in passing. 

To summarize: In delayed union, satisfactory 
results may be obtained by removal of the cause; 
but ununited fracture is a very different proposi- 
tion. Good surgeons have been known to operate 
for supposed ununited fracture, where the ends of 
the bone were not rounded, nor was the medullary 
canal obliterated. These were simply cases of de- 
layed union, and if the operation proved successful, 
the procedure was reported as a cure for ununited 
fracture ! 

In operating for ununited fracture, where it is 
desired to fasten the bones together by means of 
some metal substance, it seems that wire of silver 
or- gold is less likely to cause future trouble than 
iron or steel, and is therefore preferable. 

In the case before us both bones of the leg are 
broken, one apparently on a higher plane than the 
other. Little attention need be devoted to the fibula 
unless apposition of the fragments of the tibia can- 
not be accomplished without dealing with that bone. 

After carefully examining this patient, we have 
decided to try the method of irritating the bone 
fragments by rubbing them together, instead of the 
more serious operation of sawing off their ends and 
wiring them. They will be rubbed together until the 
ends of the bones are so freshened and exposed that 
true crepitus is obtained. It would hardly seem 
justifiable at this time to cut down upon the fracture 
and attempt to wire the fragments together. It 
must be remembered that it has only been four 
weeks since the bones were broken, and the failure 
of union may be because it was a bad compound 
fracture, along with the fact that the ends of the 
bones are not in good apposition. 

We have, therefore, given this man the benefit 
of the less serious method of treatment. We have 
rubbed the bones together vigorously in the hope 
of securing considerable effusion about the fracture, 
together with an abundance of exudative material 
which will assist in accomplishing repair. Those of 
you near by can hear the crepitation as we rub the 



bones, which shows that the fragments are together 
and the freshened surface reduced to the condition 
it was in immediately after the accident. 

While some shortening is to be expected on ac- " 
count of the extent of the fracture, that is regarded 
of no particular importance provided good union can 
be secured. Even if the bones overlap three-fourths 
of an inch, it is of little consequence in such a frac- 
ture as this was. To cut down upon the fracture 
and wire the fragments would probably entail sacri- 
ficing that much of the bone, therefore shortening 
to that extent is unavoidable under any plan of 
treatment in such cases. 

It must be remembered that in a false joint, there 
being a more or less permanent interruption of the 
continuity of the bone, a soft or false crepitus is 
produced when the ends are rubbed together. In 
delayed union, however, as in the case before us, 
where nothing intervenes between the ends of the 
bone, there is produced a harsh, grating sound, i. e., 
true crepitus, after they are thoroughly rubbed, but 
less harsh than in recent fracture. 

After application of the customary dressing, this 
patient will be put to bed, absolute rest will be 
enjoined, and other treatment applicable to ordinary 
fracture instituted. As already suggested, possibly 
one reason why union has been delayed is because 
the fracture is compound. We will keep the patient 
in bed, and give him iodide of potassium, tonics, and 
feed him well to make good blood and good callus. 
It has been demonstrated experimentally in the case 
of rabbits with broken bones, that if some of them 
were given phosphorus, while to others none was 
administered, in the former more firm and prompter 
union of the bones was secured. Therefore, the 
drug seems indicated, and by phosphorus is meant 
not dilute phosphoric acid, but a fresh preparation 
of the drug. 

Before applying the dressing we will paint the 
surface of the patient's leg, some distance each way 
from the point of fracture, with the iodin prepara- 
tion previously mentioned, with the idea of pre- 
venting infection from without. The leg will then 
be dressed just as would be done in an ordinary 
fracture. 

The question has been asked, if we were to place 
this patient's leg in plaster-of-Paris, how much 
cotton would be first applied? The only material 
I would use under the plaster would be a flannel 
bandage, or a thin layer of lamb's wool. If a large 
quantity of cotton were to be placed underneath 
the plaster, then if the man became restless and 
moved about freelv in bed, in a short time the heat 
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and moisture would cause the cotton to become 
matted together, and the dressing would be loose 
like an old boot and his foot and leg could be moved 
up-and-down therein. That is one of the objections 
to using plaster as a primary dressing, where swell- 
ing is almost always present, unless it be changed 
within ten days. It would become loose, and dis- 
placement of the fragments would most likely occur 
as a consequence. Therefore, if plaster is used as 
a primary dressing for fracture, it should be re- 
moved in a few days and the parts carefully exam- 
ined to be sure that the bones are in apposition. To 
secure the best results, it should be applied over 
a thin bandage, or it may be placed directly against 
the skin, using vaseline freely to prevent the hair 
sticking to the plaster. If the patient's foot becomes 
cold, showing that the circulation is being inter- 
fered with, or if there is much pain and swelling, 
the dressing should be removed, unless elevation of 
the limb relieves the congestion and swelling. 

If any of you are called to the country to treat a 
patient with fracture, unless you have a competent 
trained nurse, never leave him with a primary plas- 
ter dressing on the limb without making a slit there- 
in from the upper to the lower end down to the 
skin. Please do not forget this, for if this precau- 
tion be not observed, under the circumstances cited, 
swelling may occur in your absence which will not 
only cause the patient unnecessary pain but may re- 
sult in gangrene of the limb; this has been known 
to occur under such conditions, necessitating ampu- 
tation. 



OBSERVATIONS ON THE SyMPTOMA- 

TOLOGY OF ULCERS OF THE UPPER 

DIGESTIVE TRACT.* 

By Roy Upham, M.D., Brooklyn, N. Y. 

The presentation of the following personal ob- 
servations may seem to be almost unnecessary, as 
the treatment of the two conditions appears to be 
quite identical. The surgeon especially claims to 
cure all cases with a gastroenterostomy; but when 
the disease arises in his own family I find him prone, 
almost to a habit, to resort to medical treatment 
first. As a measure of safety I believe the diagnosis 
of the exact location of the lesion should be arrived 
at as accurately as possible. Medical means, I be- 
lieve, are followed by excellent or superior results 
in gastric cases, but in duodenal disease, and in that 



• Read before The Homceopathic Medical Society of the State of 
New York. 



I include ulcers near enough to the pylorus to cause 
symptoms referable to that structure, surgery, in 
my opinion, is suitable. 

Short-circuiting of the duodenum in this type of 
ulcer is ideal surgery, but the performance of gas- 
troenterostomy for ulcer in the stomach proper 
I deem unnecessary and unwise, of course, barring 
the complications. If the operation can short-cir- 
cuit the area of disease it is indicated, otherwise 
not. A gastroenterostomy opening is apt to close 
and its function be assumed by the normal channels. 
This is the cause of some of the failures in the past 
after this operation, and the present method in these 
cases is not alone to do a gastroenterostomy but 
to so infold the ulcer as to narrow the lumen of 
the duodenum and cause the food to be forced 
through the anastomotic opening as the easiest point 
of outlet ; thus the ulcerated area secures rest from 
functionating. 

Pain, the cardinal symptom, and which is para- 
mount in the mind of these patients, will be the 
first subject of analysis. This symptom will be 
observed from the following viewpoints: 

First, character of the pain. 

Second, the influence of the pain upon nausea. 

Third, the time of the appearance of the pain 
relative to the taking of food. 

Fourth, the influence of particular foods on the 
pain. 

Fifth, the influence of particular drugs on the 
pain. 

Sixth, presence of a painful area. 

Seventh, radiation and referred pain spots. 

Eighth, location of the pain. 

Pain means organic disease, and in ulcer we have 
well marked pain and not pressure. Ulcer of the 
stomach gives rise to pain of a burning, boring 
character. The sensation is as if there were a sur- 
face deprived of its superficial coating, as a bum. 
Now in contradistinction to this, the duodenal ulcer 
manifests a cramping pain, and this diflFerence is 
a practical means of diflFerentiation given by the 
patient himself. I desire to dwell on the character 
of the duodenal pain, as this together with the so- 
called hunger pains, to be spoken of later, are of 
utmost importance in the diagnosis. The pain seems 
to start from both sides and work towards the cen- 
ter of the epigastrium — that is the typical way it 
will be described to you, or it will be said to be 
like an excruciating gas pain, or as if the epigastrium 
were tightly clutched with the hand. But the pain 
starting from the sides and working to its climax in 
the median line is pathognomonic. 
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The causative factor of the pain is, of course, in 
a great measure a pylorospasm, but there is this 
point of difference from the pylorospasm of ap- 
pendicular dyspepsia, that it is relieved by food, 
while in the latter condition it is aggravated. 

Let me drive home the next point, and that is, 
that in gastric ulcer the sequence of symptoms is, 
pain first and then following this — and let me em- 
phasize the word "following" — comes nausea and 
possibly vomiting, but it is the pain which gives 
rise to the nausea. The patient is afraid to eat 
because of the pain and nausea. Quite opposite 
to this is the condition of affairs in the duodenal 
type of disease, for here I consider nausea and 
vc»niting are rare symptoms, and the patient is 
extremely desirous of eating, as it eases his pain. 

The duodenal ulcer gives rise to the well-known 
hunger pain, that is, a gnawing in the stomach com- 
ing on when the organ is empty and forcing the 
patient to eat to get relief. This pain wakes him 
from sleep at a certain definite time at night and 
compels him to take food to obtain relief and sleep. 
This causes these persons to be known as clock 
setters, the onset of the pain being at such a con- 
stant time. In neurasthenia and dyspepsia there 
may be this gnawing pain on an empty stomach, but 
the neurasthenic pain will never wake the patient 
at night. The symptom of hunger pain waking him 
at night clinches the diagnosis of duodenal ulcer. 

Diagnostic of ulcers is pain at a definite time 
after meals. In gastric ulcer distress is experienced 
within the first hour. The duodenal pain is slow 
in appearance and usually occurs late in the diges- 
tive period, just before the next meal is to be taken. 
An empty stomach and pain are synonym)us with 
duodenal ulcer. 

Highly significant, as already mentioned, is the 
effect of food on the different pains. The sufferer 
from gastric ulcer dreads to eat the simplest food 
as it increases the discomfort, and as for coarse 
or bulky food, he flees from it like the pious Quaker 
from iniquity. A far different story is told by the 
patient with ulcer lower down, for eating is his 
great solace, and whenever distress arises he has 
found that it can be dispelled by the ingestion of 
food, and it apparently makes little difference how 
difficult of digestion this is, it still brings relief. 
Even alcoholic beverages and the light wines ease 
his suffering. 

From this we can readily understand the char- 
acteristic difference that the two types of disease 
present. From his self-enforced starvation the sub- 
ject of gastric ulcer is thin and wan and reports 



much loss in weight, looking as sick as he is, while 
my duodenal cases are the best nourished individu- 
als in my practice, being fat and healthy-tooking. 

A great aid in the diagnosis is the result on the 
production of pain by the ingestion of 2 c. c, of di- 
lute hydrochloric acid in a half glass of water taken 
one hour after an Ewald meal. This increases gas- 
tric ulcer pain almost invariably, and until recently 
I have believed it to have no effect in the duodenal 
form of ulcer. But recently in two duodenal cases 
it has, when given at times of pain, eased distress, 
and this is in accord with the experimental cause 
of duodenal pain which is now proven to be pro- 
duced by the irritation of the ulcer by the add 
gastric juice. If, however, hydrochloric acid be ad- 
ministered it causes reflex closure of the pylorus 
and an outpouring of duodenal secretion, this bath- 
ing the ulcer in a soothing fluid, neutralizing all 
free acid present in this region, and thus relieving 
the pain. 

Closely allied to this is the relief of pain follow- 
ing the taking of 10 grains of orthoform, but in 
my experiments it has been a great surprise to me 
to find that the alleviation of pain was almost as 
prompt in duodenal ulcer as in the gastric variety. 
The drug is so efficient in ulceration of the upper 
digestive tract that practically any patient who is 
at all well informed will believe he has been given 
an opiate. Why it affords relief in the duodenal 
case so quickly is probably explained in that on 
entering the stomach it acts like food, causing a 
reflex secretion of the duodenal secretion which 
arrests the pain for a few minutes until the ortho- 
form itself is propelled onward to the site of the 
ulceration. 

The administration of 10 grains of orthoform, 
with consequent relief of pain within ten minutes, 
is one of the best diagnostic signs at the present 
time in unraveling the difficult problems in the 
diagnosis of diseases of the structures in the pyloric 
triangle. 

The finding of a spot of localized tenderness on 
the abdominal wall is quite frequent after careful 
search in gastric ulcer, but rarely, if ever, is a 
tender area detected in the duodenal type, as the 
location of the duodenum is so deep as to preclude 
the possibility of making pressure on the spot. 
Typical of the tender spot — ^and by the way, it is 
always small and localized — is, that pressure upon 
it gives rise to distress, identical in nature with what 
the patient has been enduring. 

The spinal point of tenderness to the left of the 
eleventh and twelfth dorsal vertebrae is a constant 
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symptom of gastric ulcer, but no such areas of 
spinal tenderness have been found in the duodenal 
variety. 

Jaundice appearing during the course of the dis- 
ease or mentioned in the history is a point in favor 
of duodenal disease, the reasons being quite appar- 
ent. 

From the history we can often gather a helpful 
point, namely, that dyspepsia of a painful character 
occurring for a long time with no nausea and vom- 
iting is indicative of duodenal ulcer, while in gas- 
tric ulcer the painful dyspepsia is soon complicated 
by vomiting. 

In the analysis of stomach contents an increase 
of hydrochloric acid is a constant occurrence in 
duodenal ulcer, and never have I seen a case be- 
lieved to be such, where the hydrochloric acid was 
not increased. On the' other hand, low acidities 
are often found in gastric ulcer, and findings from 
40 to 60 are not infrequent. I have records of 
seven gastric cases all with acidities below 50. My 
point here is, that low acidities are not at all in- 
consistent with gastric ulcer, but are never found 
in the duodenal form. Painful dyspepsia with low 
acidities would rule out, for me, all thought of 
duodenal disease. 

The appearance of gastric contents darkened with 
blood, or presenting more apparent evidence of 
fresh hemorrhage, speaks always for gastric ulcer. 
Blood does not regurgitate into the stomach in duo- 
denal affections. 

Of course, if there is hemorrhage from the duo- 
denum blood appears in the stool, but I have sel- 
dom had to resort to testing of feces for this to 
establish the diagnosis. However, if an examina- 
tion be made, it must not be forgotten to mark off 
the stool with a dose of carmine, and then from 
that time on till the test is made to give no meat 
or meat-soups, as that will give a false idea of a 
positive result. 

And lastly, let me make the following point in 
this paper in which no effort has been made to 
cover the subject, but the object of which has been 
to present phases of the affections under discussion 
that in my personal experience have been the foun- 
dation stones of correct diagnoses: That the gas- 
tric ulcer patient in his history shows a steady prog- 
ress of his S3miptoms and has been a comparatively 
constant sufferer up to the time he comes under 
your care, while the duodenal case history is one 
of periods of ill health, followed by several weeks 
of complete relief of all symptoms. The patient's 
relief is so great that he believes his trouble is past, 



but this is shortly followed by a recurrence of the 
old condition which lasts for a time, to be again 
succeeded by a similar period of well-being, and 
this in turn by further relapses. In other words, 
the disease is intermittent The reason is that ulcer 
in the duodenum shows much more disposition to 
heal, and unlike gastric ulcer when healing takes 
place it is complete, and even the glands are replaced 
over the subjacent tissues, not leaving a scar as in 
the stomach. 
300 McDonough St. 



FRACTURES OF THE PATELLA.* 

By W. H. Howell, M.D., Altoona, Pa. 

Owing to the important functions of the patella, 
although only a small, socalled sesamoid bone, frac- 
ture of it is of vital interest to the patient. The 
fact that his ability to earn a livelihood for him- 
self and perhaps a dependent family is involved 
makes it the more imperative to each and every one 
of us to obtain as perfect a result as is in our 
power. 

Statistics show that fracture of the patella is an 
accident occurring mostly in the male sex, and 
caused in the majority of cases by muscular con- 
traction. This is due to the heavy work of the 
male and to the severe contractions made at a time 
when the leg is semiflexed upon the thigh. The 
rectus, crureus, vastus intemus and extemus form 
one of the strongest groups of muscles in the body, 
and during their contraction, with the limb semi- 
flexed, the patella, which acts as a fulcrum, thereby 
giving these muscles more power, may be broken. 
It is probably the most frequent bone in the body 
to be fractured by muscular contraction. 

The form of fracture commonly met from such 
a cause is the transverse variety, while fracture 
from direct violence is more apt to be oblique, com- 
minuted or stellate. 

Fracture of the patella from muscular contrac- 
tion may happen from the simplest cause, such as 
alighting from a carriage, tripping, etc. I have in 
mind a strong robust man, who, while in the act 
of alighting from a train, fractured both patellae — a 
most unfortunate accident, indeed. This man is a 
cripple to-day owing to tjie fallacious methods in 
vogue at that time of treating such injuries. 

The diagnosis of fracture of the patella is very 
easy. Pain, swelling, separation of the fragments, 
and usually crepitation are sufficient to determine 
its presence, but the use of the x-ray should always 

* Read before the Railway Surgeons' Association of Pennsylvania 
Lines East of Pittsburg, September 22-23, 191 1. 
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be brought into play to positively ascertain the 
amount of solution of continuity. 

The prognosis in a case of fractured patella 
should always be guarded ; no matter what method 
be chosen for treatment, none is always certain to 
produce a perfect result. 

The question arises what form of treatment shall 
we pursue to give our patient the best result. The 
older methods are too numerous and unreliable to 
give them much consideration, although I have 
seen good results following some of them. The 
one and only method which I have ever used is the 
radical operation, viz., exposing the fractured bone, 
removing all blood clots, small portions of bone, 
and torn tissue, wiring the fragments, and above 
all carefully suturing the divided tendons. 

Experiments upon the cadaver have shown that 
a subaponeurotic division of the patella can be 
made without producing any separation of the 
fragments. It has been found also that in many 
cases of comminuted fractures of the patella good 
results can be obtained under conservative treat- 
ment, because the tendon fibers surrounding the 
bone are not lacerated and the fragments are there- 
by held in apposition. Hence, the most important 
step in the operation is to carefully coaptate the 
edges of the torn capsule and suture the same. 

The success of the operation will depend largely 
upon our technic, guarding against infection. We 
must remember that we are dealing wUk one of. 
the most important joints in the body, infection of 
which will almost invariably lead to amputation, 
excision, or possibly death of our patient; hence, 
asepsis and careful suture of the capsule are the 
keynote of success in the radical treatment of this 
injury. 

The preparation which I am in the habit of 
making consists of washing the part with soap and 
water and shaving it. At the time of the operation 
a solution of iodin, 1 part, benzine 1,000 parts, is 
applied, which is allowed to evaporate, and then the 
whole area is painted with Sj^ per cent, solution 
of lodin. I believe this to be the best method of 
preparing the skin for any operation, I am in the 
habit of making my incision with its convexity 
upward rather than downward, for the reason that 
this brings the cicatrix above the knee rather than 
below, which in after life may interfere somewhat 
in the act of kneeling. Another reason is that the 
skin is often thicker over the ligamentum patellae 
and not as healthy a scar will result. Still another 
reason is that during the first few days the foot is 
elevated and drainage is facilitated in this manner. 



After exposing well the fracture it is necessary 
to remove all foreign bodies and blood clots, to 
clip away all small shreds of torn capsule, and 
carefully approximate the fragments of bone. 
These should be held in position by means of quite 
heavy silver wire passed down to, but not through, 
the posterior surface, and made to enter at a cor- 
responding point in the other fragment and emerge 
from the same. The wire is tightened by twisting, 
cut off, and the projecting end turned over. The 
surrounding capsule should be most carefully su- 
tured with 20-day chromicized catgut. The wound 
should be perfectly dry before suturing the skin 
which should be united with plain catgut, the part 
well enveloped with gauze and cotton, and a plas- 
ter-of-Paris cast applied. 

This dressing should be left on for five or six 
weeks when it can be removed, and the patient al- 
lowed to start passive motion. 

The question arises, when shall we (^eratc for 
fractured patella. I believe that it is safer to wait 
three or four days following the injury before at- 
tempting to perform any radical cure. Experience 
in the hands of others bears me out in this assertion. 

How shall we treat our comminuted and stellate 
fractures? I believe that the same principle ap- 
plies to these forms as to the transverse — ^thc su- 
turing of the capsule which will hold the fragments 
in apposition and the limb fixed in an extended 
position. 

SALVARSAN, WITH ESPECIAL REFER- 

ENCE TO ITS ACTION ON THE 

NERVOUS SYSTEM.* 

By Alfred Potter, M.D., Brooklyn, N. Y. 
Assistant Dermatologist to Kings County Hospital. 

Although about two years have elapsed since 
salvarsan was first used on the human subject, and 
up to the present time nearly one hundred thou- 
sand cases have been treated with the new drug, 
I do not feel that our knowledge concerning it is 
by any means complete. The time allotted to me 
for this paper will not permit^ of a detailed de- 
scription of salvarsan or the most interesting his- 
tory of Ehrlich's discovery of the remedy. 

While numerous methods have been devised for 
the administration of 606 by the different experi- 
menters, practically all are now agreed that the two 
best are the intravenous and the intramuscular in- 
jection. In the intravenous the drug is given in 
alkaline solution well diluted. The advantages of 

* Read before the Brooklyn Society of Neurology, February 7, 191M 
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this method are the rapidity and intensity of action, 
the more direct results obtained, and the fact that 
the procedure is practically painless and does not 
incapacitate the patient except for a short time. 
It has the disadvantage that the drug is rapidly 
eliminated, the arsenic disappearing from the urine 
in from five to seven days. It is certainly the 
method of choice, however, in the early stages of 
syphilis and in the malignant and galloping cases 
of the disease. 

The intramuscular injections should also be given 
preferably with an alkaline solution. The advantage 
of this method is the slow and gradual absorption 
of the drug. Its disadvantage is the fact that it is 
more or less painful and incapacitates the patient 
for about a week or ten days. However, if only 
one injection is to be given, unless the case is in 
need of rapid effect from salvarsan, I am strongly 
in favor of the intramuscular method with the alka- 
line solution. While intramuscular injection of 
neutral suspensions, the first mode of administra- 
tion employed, is practically painless, they are not 
readily absorbed and are fast falling into disuse. 
For patients who for any reason are unable to 
stand a full dose of the remedy at one injection, a 
suspension or emulsion of the powder in the vege- 
table oils given in small doses of 0.1 to 0.2 gm. at 
intervals of from every day to once a week seems 
to have given good results, and I believe this meth- 
od will find favor in the future in some cases. I 
have used it in a number of children and women 
and obtained good results. 

One of the most important points to be consid- 
ered with reference to salvarsan is the dosage. At 
first 0.3 gm. was the maximum dose advised, now 
0.6 gm. for men and 0.4 or 0.5 gm. for women is 
the average dose. I do not think that any set dose 
can be laid down for all cases, and I am of the 
opinion that in the future, to prevent the recur- 
rences which happen from time to time, either larger 
doses will be given or more repeated injections will 
be resorted to. Kromayer for the past year has 
been giving intravenous injections of 0.2 gm. three 
times a week up to a total of 3,6 gm. Of 365 pa- 
tients so treated he has recently had 136 re-exam- 
ined, and his findings confirm his belief that this is 
the best method of treatment. There were no re- 
currences of symptoms in any instance where the 
total dose was 1.6 gm. and no neuro-recurrences. 

BY-EFFECTS. 

While a complete discussion of the by-effects of 
salvarsan would require a separate paper, I will 
mention in passing a few of the more important 



ones recorded. Dr. Winfield has conveniently class- 
ified them as local, organic, and general. 

The local by-effects,— Tht most important of 
this class is Herxheimer's reaction. This is an in- 
tensification of the syphilitic eruption, generally 
coming on shortly after the drug has been admin- 
istered. Scarlatinaform, urticarial, herpetic, pustu- 
lar and papular eruptions have all been reported. 

The by-effects in various orgam. — These have 
most frequently affected the kidneys. Hemorrhagic 
nephritis, hematuria and retention of urine have 
been repeatedly observed. Diarrhea has occurred 
in a few cases, but constipation is more often no- 
ticed. Hepatic symptoms with ulcers have also 
occurred. 

The most important by-effects are those manifest- 
ed in the cranial nerves. The ocular disorders that 
have been observed after the use of salvarsan are 
optic neuritis, with resultant atrophy and blindness, 
iritis, choroiditis, paresis of the eye muscles and 
neuro-chorio-retinitis. 

The aural by-effects observed are nystagmus, 
deafness and vertigo. The facial and other cranial 
nerves haye also been affected. It is a very mooted 
question as to whether these affections of the cra- 
nial nerves following the use of salvarsan are by-^ 
effects or whether they are neuro-recurrences of a 
syphilitic process. It is known, of course, that 
such complications may occur spontaneously or 
after the use of mercury. I have not been able 
to ascertain whether they have been more frequent 
after the use of salvarsan than after mercury or 
not. Certainly a great many of the cases have 
cleared up under further treatment with salvarsan 
or mercury. 

Ehrlich claims, that the optic and auditory trou- 
bles are syphilitic in character and are not depen- 
dent on salvarsan. However, he has not proven 
this st|tement. 

Finger, who ha§ reported a large number of neu- 
ro-recurrences, claims that these complications are 
syphilitic, but in some way are connected with 
salvarsan, perhaps due to the traumatic effects of 
the drug on the nerves. 

Pincus and others state that when the recur- 
rences take place early that it may be an effect 
analogous to the Herxheimer reaction. 

The action of salvarsan on the cerebrospinal sys- 
tem is also sometimes serious and even fatal. Con- 
vulsions, coma, epileptiform seizures and even death 
have followed its use. Edgerton and others report 
epileptiform seizures, without biting of the tongue, 
occurring on the fifth and sixth day. Mann re- 
ports a case of complete unconsciousness with abo- 
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lition of all the reflexes lasting for three days and 
disappearing gradually. These phenomena are 
probably due to the acute edema of the membranes 
which we know can develop two or three days after 
injection of salvarsan. 

In most cases the serous effusion undergoes rapid 
absorption and no ill effects follow. Some fatal 
cases have occurred, however. Fischer reports the 
case of a man who died in coma less than twenty- 
four hours after the onset of symptoms. The au- 
topsy revealed a hemorrhagic encephalitis and an 
incipient cirrhosis of the liver. Almkvist also re- 
ports a case of death from hemorrhagic encephal- 
itis — the first one in a series of 184 intravenous in- 
jections. The rapid freeing of spirochetal endo- 
toxines is also mentioned as a causative factor in 
the production of these accidents. 

Seegman, summarizing the viewpoint of the Vi- 
enna otological school (around which centers the 
enmity to 606) as to neuro-recurrences, quotes the 
experiences of Beck and Rothig, and believes that 
the vestibular branch of the acoustic nerve is a 
locus minoris resistentiae to salvarsan as the optic 
nerve seems to be to atoxyl. 

Shamberg believes from his observations that the 
neure-recurrences happen after the intramuscular 
or subcutaneous injections. My own observations 
seem to show that most recurrences took place in 
the cases which were first given an intramuscular 
injection and this was followed by an intravenous 
injection. These cases may be accounted for on the 
ground that the second dose may have been given 
before the first was entirely eliminated and when 
part of the drug was still stored up in the liver and 
spleen. I am also of the opinion that the edema of 
the encephalon would be less likely or less pro- 
nounced from the gradual absorption of an intra- 
muscular injection than from the rapid and intense 
effect of the intravenous method. # 

General By-Effects, — Elevations of temperature 
from 100 deg. to 105 deg. F., preceded in some 
cases by a chill, has been reported by nearly all 
observers. Headache and some nausea and even 
vomiting are common, especially in neurotic indi- 
viduals. Herbstmann believes that the reaction of 
chill, headache and nausea is an indication that the 
drug is not inert. Elevation of temperature, espec- 
ially when accompanied by muscular pains, soreness 
and profuse sweating, is undoubtedly due to the 
liberation of endotoxins from the killed spirochaetes. 

EFFECT OF SALVABSAN ON THE WASSERMANN 
EBACTION. 

The effects of salvarsan on the Wassermann re- 
action as reported by the different observers differ 



widely. The reaction does not always change from 
positive to negative, and the time of such change 
when it does occur varies within very wide limits. 
Pick in thirty cases has seen no change at all; 
Neisser and Kutnisky observed a positive reaction 
become negative in 44 per cent, of cases ; Schreiber 
and Hoppe in 55 per cent. ; Huggenberg and Ger- 
onne in 60 per cent. ; Quarelli in 95 per cent, and 
Ehrlich in 90 per cent. Similar discrepancies are 
unearthed when the date of the change from posi- 
tive to negative is considered. Favento says he has 
seen the change in the first week, Spatz within ten 
to seventeen days, Neisser and Iverson, from the 
twentieth to the thirtieth day, and others report its 
occurrence at still later times. Lange who studied 
268 cases gives the end of the fourth week as the 
most common date. The cases treated by Dr. Win- 
field and myself at the County Hospital have aver- 
aged about four weeks for the change, and in the 
cases that we were able to follow up which re- 
ceived no further treatment the reaction returned 
to positive in about three to five months. 

The experience of most observers in regard to 
the action of 606 on the Wassermann reaction I be- 
lieve is similar. In some cases there are decided 
changes ; in equally as many others they are doubt- 
ful or absent. Favento claims that since larger 
doses are being given changes from positive to nega- 
tive are more frequent and appear earlier. 

Certainly the effect upon the Wassermann reac- 
tion is much less favorable than upon the clinical 
manifestations of syphilis, and if we must rely upon 
the Wassermann reaction as to our knowledge of the 
curative action of salvarsan on syphilis (and it 
seems to be the best test at our command) the bril- 
liant clinical cures are not always permanent. 

THE EFFECT OF SALVABSAN IN SYPHILIS. 

While the original claim of a therapia sierilisans 
magna is no longer claimed by Ehrlich or the many 
observers who have experimented with this rem- 
edy, except perhaps in a very small percentage of 
cases in the very early stages, it is the consensus 
of opinion of most syphilographers that our means 
of controlling and curing the disease have been 
greatly strengthened by the addition of salvarsan to 
the therapeutics of syphilis. Its effect on initial 
lesions is astounding. Hard chancres melt away in 
twenty-four to forty-eight hours and disappear in 
from two days to two weeks. Examination of 
smears for the spirochaetes twenty- four hours after 
injection fail to disclose any. This is a very im- 
portant effect of the treatment in preventing the 
spread of the contagion. 
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The secondary roseola disappears in a few days 
to a week ; sometimes in twenty- four hours. Phar- 
yngitis and mucous patches are cured in about the 
same time. The glands promptly shrink in size, 
and those which before treatment disclosed numer- 
ous spirochetes in aspirated fluid fail to show any 
four or five days after the injection. Papular and 
pustular syphilides take from ten to fourteen days 
to heal completely. Moist papules dry up in a few 
days and heal in a slightly longer time. The general 
symptoms of the secondary stage, such as pain, 
headaches, neuralgia, insomnia, etc., are quickly 
influenced and patients take on weight, improve in 
appetite and feel better in every way. 

The tertiary lesions which so often resist mer- 
cury and the iodides are also promptly affected by 
salvarsan. 

Palmar syphilides and tertiary glossitis show 
rapid improvement after this treatment. One of 
the first cases Dr. Winfield treated, I remember, 
was a tertiary condition of the tongue and lips 
which had received eight years' steady treatment 
at the hands of several competent men with very 
little improvement. The condition healed almost 
completely in three weeks after one dose of sal- 
varsan. This case has never had a negative Was- 
sermann reaction. 

Gummata and old ulcers otherwise uninfluenced 
disappear rapidly in three or four weeks. Gum- 
mata of the palate and nose threatening perforation 
recede, often without further damage. On the 
other hand, cases not influenced by 606 are by no 
means rare. Numerous observers report secondary 
and tertiary lesions which have not been influenced 
in several months by two and even three injections. 

The results in hereditary syphilis are not very 
promising when the injection is made directly into 
the child. While autopsy findings show that the 
spirochetes are killed by the action of the drug, 
either on account of the wretched physical condi- 
tion of the children or the poisonous effect of the 
endotoxins liberated by the mass of spirochetes in 
the internal organs, or both, a large percentage of 
infants so treated die. On the other hand, the re- 
sults obtained by injecting the mother of nursing 
infants have been particularly satisfactory. 

Effects of salvarsan on cerebrospinal syphilis 
and diseases of the nervous system. In gummata of 
the nervous system favorable results have been ob- 
served in many instances. Neisser, Wechselman, 
Wibo and Marie claim to have cured syphilitic par- 
alysis and cerebral gummata with salvarsan. Taege 
and Bayet have noted under its influence the re- 
gression of the Argyll-Robertson pupil sign in early 



cases of tabes. Improvement in the shooting pains, 
headache, neuralgia and other painful symptoms of 
tabes have also been reported. 

Marcus gives the details of twelve cases out of 
a total of fifty cases of syphilis of the nervous sys- 
tem in which he administered 606. He says that 
although the remedy was powerless against severe 
advanced paralysis or tabes dorsalis, yet the blad- 
der and bowel symptoms and the pains were much 
ameliorated and improvement was noticed in other 
ways. In some patients the memory improved, 
while others lost thdr ;apathy and difficulty in 
speaking. Trempel has treated 62 patients of this 
t3rpe with salvarsan and concludes from his ob- 
versations that intravenous injections are justi- 
fiable in those cases of tabes and paralysis in which 
the interval since infection has not been too long 
and the nervous troubles are of recent onset. • 

As regards the parasyphilitic diseases it is self- 
evident that degenerated portions of the central 
nervous system cannot be regenerated. However, 
according to Erb, other syphilitic lesions are 
found in tabes besides the sclerotic processes, espe- 
cially changes in the bloodvessels, gummata and 
meningeal proliferation; this being also the case 
in progressive paralysis. Further, cases of pseudo- 
tabes and pseudo-paralysis (Foumier) in which a 
correct diagnosis is often difficult are perhaps of 
more frequent occurrence than was heretofore 
supposed. 

If in tabes every small focus of syphilitic process 
can be made to recede by the use of salvarsan, the 
advantage to the patient is very great, as the most 
important nerve tracts lie in close proximity in a 
very limited space. However, despite the favor- 
able reports in these diseases by numerous observ- 
ers, most agree that except in early cases of tabes 
and paresis little improvement is to be expected 
from salvarsan. 

Besides syphilis and recurrent fever salvarsan 
has been successfully used in the treatment of 
framboesia (Nichols), experimental sleeping sick- 
ness (YakinofT, Loeb), lichen simplex, filariasis, 
and chorea minor (one case by Bokay), and some 
cases of psoriasis and tubercular leprosy. The 
diseases not successfully treated are pernicious 
anemia, malaria and pellagra. 

On the whole, the effect of salvarsan is very 
similar to that of mercury; both are toxic, both 
give apparent cures and also allow recurrences. 
One dose of salvarsan, however, is the equivalent 
of many doses of mercury. 

In conclusion, I should like to put myself on 
record as being strongly opposed to the indis- 
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criminate use of salvarsan. It is a powerful drug, 
capable of much good and also of much harm. 
It should be employed only by men who have had 
much experience in its administration and even 
then only after the patient has been thoroughly 
examined and found free from serious organic 
lesions, especially of the eye and ear, unless of a 
syphilitic nature. 

Many accidents and poor results have been noted 
from the administration of salvarsan in the office 
and dispensary and from allowing the patient to 
go home immediately after its use. 

491 Eighth Street. 

ETIOLOGY OF APPENDICITIS. 

By William F. Waugh, A.M., M.D. 

Professor of Therapeutics, Bennett Medical College, 
Chicago, 111, 

A surgeon has contributed materially to the study 
and elucidation of the causes of appendicitis, in a 
way that impels one to revise his estimate of the 
operating gentry as mechanicians with mechanical 
conceptions alone. John Dill Robertson, in a paper 
that appeared in Surgery, Gynecology and Obstet- 
rics for October, 1911, has given us an intelligible 
idea of the causes of appendicitis based not only on 
the anatomy of the part but on its physiology as 
well. 

According to Dr. Robertson traumatic appendi- 
citis, the ancient grape-seed notion, is almost non- 
existent, there being only from 0.004 to 0.035 per 
cent, of such cases, and stercoral forms in which 
fecal concretions are found in the appendix bring 
the proportion up to only about 12 per cent. 

Among other explanations advanced to account 
for the malady are flatulent distension of the colon, 
forcing matter into the appendix by pneumatic 
pressure, colonic inflammation causing occlusion of 
the mouth of the appendix with retention of irri- 
tant contents, deposit of uric acid crystals on its 
walls, habitual constipation, chronic intestinal in- 
digestion, intestinal catarrh, over-eating, especially 
at night, and local participation of the appendix in 
influenza, the exanthemata and other general in- 
fections. Dr. Robertson admits all these, but as 
minor coincidental or sequential elements rather 
than as primary causes. 

As in all inflammations, that of the appendix is 
associated with vascular disturbances that precede 
and accompany the appendicitis. These form the 
primary etiologic elements except in the rare cases 
where there is an extension of the inflammation 
from the cecum by continuity of structure, as in 



typhoid fever and in dysentery. The longitudinal 
muscular coat of the appendix is continuous with 
that of the cecum, and motor impulses directed to 
the latter are not confined to it but extend to the 
appendix. This muscular structure, the triband of 
the colon and cecum, extends into and completely 
surrounds the appendix. In early fetal life the ap- 
pendix and cecum are one, the later development 
of the former being less on account of its smaller 
blood supply. This is aiflforded by a branch of the 
superior mesenteric artery, which traverses a fold 
of the peritoneum behind the ileum to enter the 
mesoappendix. Running along its free margin this 
vessel sends branches across the mesentery to enter 
the appendix, in which the artery terminates. In 
women this is supplemented by a branch of the 
ovaria;^ artery scwnetimes, which is one of the rea- 
sons for the smaller proportion pi appendicites in 
that sex, there being two cases to three in men. 

The minute arterial twigs pass through the mus- 
cular coats to reach the submucous layers, and the 
veins return the same way. The latter are devoid 
of valves, are excessive in caliber as compared with 
the thickness of their coats, and are surrounded by 
soft lymphoid tissue with little connective to fur- 
nish support to their delicate walls. Hence they 
are especially susceptible to even the slightest mus- 
cular compression. As the appendicular portion of 
the great triband participates in every contraction 
of the colonic and cecal portions, the veins of the 
appendix are aflfected by this alternating contrac- 
tion and relaxation, and hyperemias and thromboses 
are readily induced. These invariably precede at- 
tacks of appendicitis, and furnish a ready opening 
for the invasions of the tissues by the colon bacilli 
that are continually present. Infection is thus fa- 
cilitated and acute attacks are precipitated. The 
vein walls may even be ruptured by these muscular 
contractions. Riedel states that "hemorrhage intc 
the tissue and beneath the epithelium may precipi- 
tate a sudden attack of inflammation by injuring^ 
the tissues." 

Lockwood says that the circular muscular coat 
of the appendix forms a ring of unstriped fibers 
about one millimeter thick, dense because it con- 
tains few connective elements and but few blood- 
vessels. The subperitoneal tissues, bloodvessels, 
nerves and lymphatics are very intimately connect- 
ed with the submucosa. The union takes place at 
gaps in the muscular coats that serve as apertures 
for the transmission of bloodvessels, nerves and 
lymphatics from the mesoappendix to the mucous 
coat. "In proportion to the thickness of their walls 
the lumen of the appen'^iicular veins is of vast size,. 
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and it may safely be inferred that they easily be- 
come distended with blood. Their anatomic rela- 
tion to the rest of the portal system is also calcu- 
lated to conduce to venous engorgement." "Owing 
to the stagnation of the blood-stream, clots are 
nearly always present in the appendicular veins in 
acute infective appendicitis, with perforation or 
gangrene, and in the absence of valves, these clots 
can easily spread and become detached." 

This furnishes a key to the difficulty. The mus- 
cular effort requisite to lift the contents of the 
cecum against the force of gravity and force them 
along to the sigmoid flexure, must entail a tre- 
mendous pressure upon the delicate walls of the 
appendiceal veins, at the same time interfering with 
the circulation that furnishes nutritive material to 
the appendix. In spasm of the colon walls the cir- 
culation in the appendix may be wholly cut off for 
several minutes at a time, causing momentary colics, 
if brief, innutritive conditions when prolonged and 
frequently repeated. Carbon dioxide accumulates 
in the lymph, the protoplasm receives too little 
nutriment, and atrophy and degeneration follow. 
Catarrhal processes then are induced readily by 
the invasion of colon bacilli, while the carbon diox- 
ide stimulating the connective elements around the 
vessek induces anemia, constriction, and stenosis 
of the lumen of the appendix. Recurrent appen- 
dicular colics result. If the colonic spasms are more 
prolonged we have thrombosis, and invasion of the 
thrombi by colon and other bacilli quickly follows, 
as shown by acute appendicitis and sometimes ab- 
scess, or, if sufficiently prolonged, by gangrene. 

From these considerations it becomes evident that 
all the etiologic factors suggested may be in opera- 
tion at times and contribute to the disease. Chronic 
constipation and intestinal indigestion induce ven- 
ous stasis and tormina with venous congestion and 
circulatory stasis. The action of the triband now 
results in formation of thrombi, germs gain en- 
trance, inflammation occurs, and adhesions of the 
appendix to the surrounding structures induce sim- 
ilar conditions. Interference with the venous cir- 
culation offers a ready avenue for the entrance of 
germs, through inflammatory exudates of low vi- 
tality. Since the muscular activity of the cecal and 
appendiceal musculature is most marked in the 
young, these are more subject to appendicitis than 
those whose advancing age brings intestinal torpor. 

Dr. Robertson's conclusions are: 

1. The muscles of the colon and appendix are 
an entity. 

2. Muscular contraction in the colon and cecum, 
whether of the circular fibers or of the longitudinal 



bands, must be associated with a simultaneous con- 
traction of the muscular walls of the appendix. 

3. This contraction is induced by nerve stimula- 
tion, the stimulant being presented by the various 
tabulated predisposing factors as enunciated by 
many observers, all of which can be accounted for 
in this one general cause. 

4. While the normal muscular contraction and 
relaxation of the appendix act only to support cir- 
culation, when spasmodic in nature it overdoes the 
matter and produces vascular disturbances. 

5. Owing to the peculiar anatomic structure of 
the appendix, all that tissue within the circular 
muscle fibers, being spongy in nature, becomes dur- 
ing the abnormal contraction, a veritable dam in 
which the blood is retained until released by the 
subsidence of the spasm. 

6. According to the intensity of the spasm will 
depend the degree of mucous membrane varicosity 
and edema, and thus will be determined the varying 
degrees of inflammatory action. 

7. If the spasm be of the mildest degree only, then 
appendicular colic will result; if of the maximum 
intensity, gangrene will follow. 

8. It may therefore be concluded that atrophy, 
degeneration, hyperemia, congestion, hyperplasia of 
connective tissue, and thrombus formation occur 
before, and not after, bacterial invasion of the walls 
of the appendix. 

This lucid presentation gives a definite explana- 
tion of the efficacy of the treatment that has proved 
most successful in acute appendicitis not subjected 
to operation, namely, the administration of hyoscya- 
mine and strychnine. The former sedates the spas- 
modic contraction of the circular muscular fibers, 
relieving the passive congestion, while strychnine 
energizes the longitudinal fibers, stimulating the 
propulsion of the bowfel contents along the cecum 
and colon, and. lessening the lumen of the veins of 
the appendix. Both the anatomic elements present 
are therefore restored to normal conditions by this 
combination. The use of means to keep the ali- 
mentary canal clear and aseptic, thus avoiding stasis 
and lessening the dangers of infection, is confirmed. 

The final summing up of this valuable paper seems 
to be, to care for the bowel so as to avoid the de- 
velopment of the train of morbid processes that end 
in operative appendicitis. This means taking care 
to prevent retention of fecal masses in the large 
bowel, where there are no safeguards against bac- 
terial processes, decomposition, toxin generation and 
absorption. Keep the large bowel normally clear, 
clean and aseptic. 
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TRAUMATIC KEURASTHENIA. 

By Jos. M. Wells, M.D., Trenton, N. J. 

To treat this subject in all of its aspects would 
require a paper much too long to read before this 
association. It is my intention to mention the im- 
portant points of diagnosis and prognosis. 

Traumatic neurasthenia has been called by vari- 
ous names by different writers, such as railway 
spine, spinal concussion, traumatic neurosis, and 
accident aboulia. 

This condition is one of the most important re- 
sults of railway accidents with which the railroad 
surgeon has to deal, not on account of treatment, 
but because of the medico-legal questions. In near- 
ly all of the cases there will be litigation, and the 
medical testimony will be of the greatest importance. 
It is therefore essential that we should be thor- 
oughly prepared. 

I have had the opportunity to examine fifteen 
cases of this condition. What I have to say will 
therefore be to a great extent the result of my 
personal observation. In describing the symptoms 
I shall draw almost entirely upon the last case I 
examined, and which presented the most important 
points for our discussion. 

Neurasthenia, as defined by Bailey, is a condition 
of irritable weakness of the nervous centers, as a 
result of which they become less tolerant of exter- 
nal impressions and of the effects di fatigue. 
When this condition is a result of injury and shock 
it is called traumatic neurasthenia. 

In many cases the injury may be apparently very 
trivial. While railroad accidents cause the majority 
of the cases, any accident, such as runaways, falls 
on the street and many others, may produce this 
condition. The sudden jar of a railroad collision, 
the rapid throwing back and forth of the body 
naturally causes some injury to the back, which 
may result in traumatic neurasthenia. This dis- 
order is often brought about by suggestion, not 
only by friends, but also by the attending physician, 
especially should he tell the patient that there may 
have been an injury to the spine. 

All the S3miptoms are subjective. The one most 
complained of, and which is present in every case, 
IS pain in the back. The other symptoms are weak- 
ness, headache, inability to fix the attention, a fal- 
tering gait, or some lateral curvature of the spine, 
but this may be caused by the patient bending the 
body to relieve the pain. He complains of sudden 
noises, of cardiac palpitation, of strong light, which 
he says hurts his eyes. He is very ready to talk 
with anyone about his disturbances and enlarges 



upon them, is depressed, and has an anxiofis ex- 
pression. He is afraid to go out for fear that he 
will become dizzy and fall. 

I can best describe the general symptoms by re- 
lating in detail the case mentioned above. I am 
indebted to the attending physician, Dr. Barwis of 
Trenton, for the history of the case. 

W. S., aged forty-three years, railway mail dcrk. 
There is nothing of importance in his previous his- 
tory. On November 6, 1909, the train to which 
the mail coach in which he worked was attached 
was wrecked. The mail coach was derailed and 
went for a considerable distance over the ties. He 
was holding on to the pouch rail and was tiirown 
forcibly from side to side, swinging with the sway- 
ing of the car. He was very much frightened, but 
did not know whether he was struck by anydiing. 
He was able to assist in clearing the wreck, re- 
maining with his mail pouches until they were de- 
livered to the proper persons. He returned to work 
the next day and worked for three days. On No- 
vember 9th he became suddenly sick and called 
upon Dr. Barwis, complaining of marked soreness 
in the back. Bruises were found on the back at 
this time. On November 11th he had a fainting 
spell and had several similar ones during the 
night. Following this there were present palpita- 
tion, fainting attacks, insomnia, and pain along the 
spine ; this pain was so severe that he could not be 
moved for several days. Early in December numb- 
ness developed over the right arm and considerable 
congestion of the scrotum. The pulse was irregu 
lar. He became irritable and did not want his wife 
to leave him. He remained in bed until January, 
1910, and upstairs until March, but still complained 
of weakness. He was annoyed by any slight noise, 
could read very little on account of his eyes tiring! 
and complained of vertigo. This was his condition 
during the winter. 

On April 11, 1910, I saw him for the ftrst time 
with Dr. Barwis and found, in addition to the above 
symptoms, a sluggish reaction of the right pupil, 
some atrophy of the muscles of the right arm, an 
unsteady gait, a slight curvature of the dorsal spine, 
tenderness in the lower dorsal and in the cervical 
region, reflexes exaggerated, but equal. 

As the case was to come to trial, I saw him again 
on January 22, 1911, with Dr. Barwis and two 
other lAysicians, the one with Dr. B. and repre- 
senting him, the other with myself and represent- 
ing the railroad. At this time there had been great 
improvement. He had been on the street walking, 
but would go but a short distance. He said that 
he could not raise his right arm, but when told to 
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remove his shirt and then to put it on again he 
raised both arms very freely. Mannkopf 's test was 
present 

At both of my visits he talked very freely of the 
accident and was anxious to describe his feelings 
in detail. He had no concern for his wife's wel- 
fare, but thought that he should have the principal 
consideration. 

His case was tried on January 25, 1911, and 
damages of about one-fifth of his claim were 
awarded. Since that time he has steadily improved 
and now says that he is ready for work. 

I have described this case in detail as it is a 
typical one of severe traumatic neurasthenia. 

In making a diagnosis organic lesions must, of 
course, be carefully excluded. As the symptoms 
are almost entirely subjective, care must be ob- 
served to detect malingering. Mannkopf's test, if 
present, is positive evidence of the presence of pain, 
but its absence does not prove the absence of pain. 
This test is applied by counting the pulse and then 
making firm pressure upon the painful area, when 
the pulse will be decidedly accelerated. The test is 
used almost exclusively in cases of pain in the back. 
To be reliable care must be taken that it is applied 
without the knowledge of the patient. 

It is possible for traumatic neurasthenia to be 
caused by the shock of witnessing an accident with- 
out the patient being injured in any way, although 
these cases are rare. I have seen two such cases. 
In one an engineer saw his fireman severely in- 
jured, although it was not due to any neglect of his. 
He presented many of the characteristic symptoms 
and was unfit for work for a period of thirteen 
weeks. He would cry very easily, complained of 
pain in the back, insomnia and the usual s3miptoms 
of this condition. The other man, also an engineer, 
without knowing that his fireman was near the 
engine, started the train and killed him. He also 
presented the same line of symptoms and was unfit 
for duty for several weeks. 

The prognosis is very generally favorable, and 
in many of the cases not only improvement, but 
complete return to heahh, follows the termination 
of the law suit. 

Page states that 70 per cent, completely recover 
and that the others improve. 

The anxiety of preparing for litigation, the nu- 
merous examinations and constantly thinking of 
the result of the suit, all tend to prolong the con- 
dition, and, if the trial is long delayed, may render 
the prognosis as to recovery bad. Could all of 
these cases be sent at once to a proper hospital 
away from sympathizing friends and placed under 



pr<^r care, I bdteve that the number of recoveries 
would be nuaeh greater. 

As nearly adi of these cases eventually get into 
court they *ould be examined very carefully. The 
examination should be made privately with the at- 
tending physician only . present. Should we be 
called upon to examine such a case for the rail- 
road and to give an opinion, it should be done with 
the greatest caution, always considering the possi- 
bility of a long convalescence, and urging a settle- 
ment out of court when possible, as tht sympathy 
of the jury will always be with the plaintiff. Angell 
says of railway spine: "Railway spine is a con- 
venient and picturesque term which has h)rpnotized 
juries, even as the shock has hypnotized the plain- 
tiff." 

I know that I have not presented an3rthing new, 
and my only excuse for reading this paper is, that 
the importance of these cases has been impressed 
upon me by my personal experience. Hence I 
thought that it would not be amiss to call the at- 
tention of this association to the possibility of 
anyone of us being called upon as a witness at any 
time, and to the necessity of being prepared. 



REPORT OF A CASE OF PUERPERAL 
INSANITY. 

By J. Fbnner Bell, M.D., Weldon, Ark. 

The case under consideration is interesting only 
from the fact that after two weeks of a very severe 
attack of puerperal insanity the patient awoke after 
a very good night's rest as rational as she ever was, 
without the return of a single symptom of mental 
disturbance, apparently well nourished and strong. 

On December 8, 1908, I was called to see Mrs. 
K. H., aged twenty-two, primipara. Family history : 
Mother had five children, with an attack of puerpe- 
ral insanity of short duration with each confinement. 
Two older sisters had puerperal convulsions with 
their first confinements, one of whom developed in- 
sanity and after two months died from exhaustion. 

On my arrival, I learned that the patient had had 
two convulsions. She had been in labor fifteen 
hours attended by an old woman. I began to pre- 
pare my hands for an examination when she was 
attacked with another convulsion. I stopped every- 
thing until I had given her a h3rpodermic of yi grain 
of morphin and 1/100 grain of atropin, with 10 
grains each of bromide of potassium and chloral 
hydrate per rectum. I also made a wedge of cork 
and a napkin to place between her teeth to prevent 
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further chewing of the tongue. I then proceeded to 
sterilize my hands and instruments. I had the hus- 
band and the faithful old woman place her cross- 
wise on the bed with her hips drawn Well up to the 
edge of the rail, and then I washed the parts with 
synol soap and proceeded to adjust the forceps. It 
was somewhat difficult, as the child was still quite 
high up. I succeeded, however, in adjusting them 
in a very short time and in less than thirty minutes 
had delivered her of a 12 lb. boy. She had never 
regained consciousness, so an anesthetic was not 
necessary. The placenta was delivered promptly 
with very little hemorrhage following. The parts 
were again bathed with soap and water and the pa- 
tient placed back in the bed with warm blankets 
around her and a hot water bottle at her feet. 

After all was over I found her temperature, pulse 
and respiration normal, and she was seemingly sleep- 
ing as quietly as a babe. I told the husband that by 
the next morning she would be all right, but that I 
would call again to be sure that her condition was 
satisfactory. 

On my return the next morning I learned that 
the patient had had two convulsions during the night 
and had never regained consciousness. By noon 
that day she developed insanity which was very se- 
vere. She was dangerous and would curse her hus- 
band and any one else that happened to be present. 
She defecated and urinated in bed. She was too 
strong for one person to manage, and when left with 
no one but her husband or the old woman she would 
frequently turn on them and had to be left alone. 

This condition, as I said in the beginning, per- 
sisted for two weeks, and after a quiet night's rest, 
which marked the change, she awoke the next morn- 
ing as rational as she ever was. Her first thought 
was for her baby. Since then she has never mani- 
fested a single symptom of insanity, and has given 
birth to two babies without the slightest symptom of 
a convulsion or mental disorder. 

Repeated Cesarean Sections. — Dr. J. H. Cars- 
tens (Jour, Mich, S, M, S., Feb., 1912) summarizes 
his views as follows : 1st. If the woman has children 
and a Cesarean section is required on account of tu- 
mors, sterilization is justifiable. 2d. In cases that 
have been long in labor and there is septic infection, 
a Porro's operation might be justifiable. 3d. In cases 
where there is only trouble with the bony structure, 
the classical Cesarean section should be performed. 
4th. In all cases, the exact condition and results 
should be explained to the patient, not that you will 
do what she wants, but for the purpose of not giv- 
ing her a chance to say that you did things to her 
that she did not want you to do. 



REPEATED MISCARRIAGES. 

By C. K. Johnson, M.D., Burlington, Vt. 

I wish to report a case thinking it may be of in- 
terest to some of your readers and perhaps call forth 
some suggestion as to the underlying condition. 
The patient, Mrs. R., aged forty-six, Hebrew, has 
always enjoyed quite good health except as herein 
described. At about twenty years of age she had a 
miscarriage at four months, and since that time at 
irregular intervals miscarriages or premature births 
have occurred, varying from two and one-half to 
six months of gestation. The last miscarriage oc- 
curred in December, 1911, at about two and one- 
half months, this making the fifteenth pregnancy. 
Except once she never has gone beyond the sixth 
month. In only one instance was a child bom alive, 
this at five and one-half months, but it lived only a 
few minutes. Only twice have I been able to exam- 
ine the fetus, which showed nothing abnormal. 

This woman has a chronic interstitial nephritis of 
some years' duration; this condition has been sug- 
gested as an underlying cause in this case, but it 
could hardly be presumed that this nephritis existed 
at the time of her first miscarriages. The Wasser- 
mann reaction was negative. Pelvic examinations 
show no abnormality suggesting a cause for these 
miscarriages. 

TREATMENT OF FURUNCLES. 

By T. Jenson, M.D., Spring Grove, Minn. 

Having observed a considerable number of cases 
of furuncle, or carbuncle, in different parts of the 
body I will report several of them in order to illus- 
trate my mode of treatment. 

Case 1. A gentleman, eighty-two years of age, 
came to me with a neglected furuncle on the neck 
just below the occiput. He had used all kinds of 
home treatment, including poultices, for three weeks, 
but the furuncle was constantly getting worse, with 
a temperature of 101 deg. I considered the case of 
very serious nature as marked arteriorsclerosis was 
present and a weak heart. It was found necessary 
to curette the mass and remove all necrosed tis- 
sue down to the external muscles of the neck, after 
which the following application was used : Fl. extr. 
echinacea, 1 ounce ; glycerine, 1 ounce ; water, suf- 
ficient to make 8 ounces. Aseptic gauze was wet with 
the above solution and the wound filled with it, 
the dressing being changed several times a day. 
Echinacea was also given in 10-drop doses at inter- 
vals, four times a day, and for the heart strychnin, 
1-40 grain, with other stimulants as indicated. The 
result was better than expected ; the pain subsided 
and he had a good night's rest after the curetting 
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and the application. Morphia was not given at any 
time. It took six weeks before the old man got 
well. I believe that the echinacea had some bene- 
ficial effect upon the arteriosclerosis, as the breath- 
ing became easier and the heart did not trouble him 
so much as before its use. After the furuncle an 
eruption developed on the lumbar region due to 
pressure from his underwear which caused much 
suffering. The trouble closely resembled the so- 
called herpes zoster. It yielded to the application 
of echinacea and electricity. 

Case 2. A young man came to me with a furuncle 
on his neck just commencing. I injected 10 drops 
of carbolic acid into the area where the core was 
forming, and repeated the injection every second 
day for three times; echinacea mixed with seven 
parts of alcohol being applied on absorbent cotton 
to the site of inflammation. The furuncle did not 
ulcerate and disappeared in a few days. 

Case 3. A young lady, a school teacher, consulted 
me for an ill-looking furuncle on the ulnar aspect 
of the right forearm a few inches above the wrist. 
The furuncle was incised, the core curetted out, and 
the cavity which was one-half inch deep was packed 
with aseptic gauze saturated with the echinacea mix- 
ture described above. I also noticed a crop of pim- 
ples and blackheads on her face, breast, and other 
parts of her body. Consequently I. gave her echi- 
nacea with hypophosphites internally. It took three 
weeks before the sore healed. She is now in ex- 
cellent health and the pimples and blackheads arc 
all gone. 

Case 4. A young man while riding a motor cycle 
lost control and was caught in a barb wire fence. 
His right foot was injured two inches above the 
malleolus on the tibial aspect. He treated himself 
for two days with liniments and alcohol, but with 
no relief. When he came to me his foot was enor- 
mously swollen from the ankle up to the knee; his 
temperature was 103. It looked decidedly like a 
case of commencing sepsis. Bearing in mind my 
success in the treatment of furuncles I injected 10 
drops of carbolic acid into the injured area and 
made an application of echinacea, one part to seven 
parts of water, on absorbent cotton, the cotton be- 
ing changed as soon as it became dry. The next 
day the foot was less painful and he could walk 
quite comfortably. I made another injection of 
carbolic acid. The following day he came to mc 
again much improved and without pain. The enor- 
mous swelling was gone and pus was exuding at 
the places where the injection had been made. The 
opening was enlarged so as to give free drainage, 
but the application of echinacea was continued un- 
til he entirely recovered at the end of a week. 



Whether the echinacea or carbolic acid deserves the 
credit for curing this case I do not know, but I 
shall hereafter use the above treatment in similar 
instances. 

Reports have appeared as to the value of echi- 
nacea in rattlesnake poison, but I have not had oc- 
casion to try it in such cases. There are twp kinds 
of echinacea on the market, one dark colored and 
the other colorless. I have used the latter entirely, 
which represents 480 grains of the crude drug to 
the ounce of fluid. Echinacea augustifolia is a na- 
tive of the Western States, Kansas and Nebraska, 
and botanically belongs to the family of composita. 



Treatment of Retroflexion. — Professor Kayser 
(Fortsch. d. Medis., No. 47, 1911) states that no 
definite principles have been established in the treat- 
ment of retroflexion. According to the views of 
most gynecologists, however, an uncomplicated re- 
troflexion, which does not give rise to any disturb- 
ance, does not require surgical intervention. For 
this reason, if the patient is a virgin, it is advisable 
not to call her attention to any abnormal condition 
of this kind, so as to obviate its possible effect upon 
her mind. On the other hand, married women 
should be told of the displacement, so that in case 
of pregnancy a pessary may be worn during the 
earlier months, if necessary. If in cases of sterility 
no other cause can be found, treatment is to be rec- 
ommended, as uterine displacement may be respon- 
sible. Cases of retroflexion or retroversion giving 
rise to disturbance as a rule require treatment. If 
the uterus is freely movable the use of a pessary 
after reposition of the organ may be sufficient, but 
this measure is to be regarded only as palliative, and 
in virgins and if the patient has any aversion to 
wearing a pessary, operative procedures are indi- 
cated. In cases of freely movable uterus, the opera- 
tion of choice is shortening of the round ligament 
by the inguinal route. If at the same time plas- 
tic work on the perineum or vagina is required,, 
the round ligament may be sutured to the vaginal 
wall, but even under these circumstances the Alex- 
ander-Adams method is the most rational procedure 
to prevent subsequent prolapse. For this reason 
Kayser is accustomed to resort to inguinal shorten- 
ing of the round ligament after repair of the vaginal 
defect. In patients with fixed retroversion it is jus- 
tifiable to attempt to remove the adhesions by non- 
operative means and to seek to correct displacement 
by the use of a pessary. If no improvement follows 
within a short time, the Alexander-Adams opera- 
tion should be done after carefully separating the 
adhesions by blunt means. When, however, there is 
any doubt as to completely effecting this, or in the 
presence of complicating disease of the adnexa, the 
adhesions should be divided with the knife or scis- 
sors. Fixation of the uterus should never be done 
before the menopause. The after-treatment in these 
cases is of great importance, special attention being 
given to any persisting nervous disturbances, ane- 
mia, etc. ^-^ J 
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Editorial Department 

HKW YORKf MARCHt 1910 

THE REVIVAL OF AN ANCIENT 
VULNERARY. 

In these days of scrums, antitoxins, vaccines and 
synthetics it is interesting to note the revival of an 
old remedy long since in disuse, but once esteemed 
highly in the treatment of disease. However we 
may smile at the ignorance and vagaries of those 
who practised the healing art in the remote past, 
we must ever gratefully acknowledge the debt we 
owe to them for having provided us with many of 
our most potent medicaments, even though their 
knowledge was based upon pure empiricism. Doubt- 
less in the constant search for something new which 
characterizes the history of medicine many a mer- 
itorious remedy has been forgotten which it may 
well repay the modem pharmacologist to resurrect 
and investigate. 

What may be accomplished in this direction is 
strikingly shown by an instructive investigation of 
a very ancient and long-forgottcn remedy, the com- 
mon confrey, made by Dr. C J. Macalister, of Liv- 
erpool (British Medical Journal, January 6, 1912). 
The author's attention had been drawn to the fact 
that comf rey was still used considerably by countr>' 
people in England and Ireland as a domestic herba- 
ceous "simple'* for applying to sores, and he was 
further impressed by accounts of its marvellous 
virtues found in ancient works. Having an oppor- 



ttmity to test its properties in a case of extensive 
uker of the chest of rodent character, he applied an 
infusion made from the root, and was gratified to 
note a distinct growth of epithelium after a week's 
use. In the meantime a quantity of the root had 
been given to Dr. Titherley and Mr. Coppin for 
chemical analysis. This showed, among other sub- 
stances, the presence of a crystalline solid which ap- 
peared to be the active constituent. Further inves- 
tigations of this revealed the most interesting fact, 
that it was identical chemically with allantoin, a 
compound obtained by an alkaline oxidation of uric 
add and present in the allantoic fluid of the fetus, in 
milk, in the buds of certain plants, in the bark of 
trees, in bread, French beans, green peas, etc. 

It would seem, therefore, that this substance is 
quite extensively distributed in nature and particu- 
larly associated with growing structures. For this 
reason Macalister suggests that the influence of com- 
frey in promoting epithelial formation may be di- 
rectly connected with the allantoin it contains in 
comparatively large amount. 

Reverting to the case referred to above, after the 
discovery of allantoin a solution of this was sub- 
stituted for the infusion of comfrey, and in the 
course of a month the ulcer had almost completely 
healed. The same experience was made by the 
author in other cases of ulcer, the solutions of allan- 
toin used ranging from 0.3 to 0.4 per cent., as well 
as by a number of other surgeons ; so that there is 
abundant reason to believe that the comfrey root 
really possesses a marked eflFect in stimulating epi- 
thelial formation, and perhaps even has a specific 
influence in this respect. 

Dr. William Bramwell, in the same issue of the 
British Medical Journal, reports that in his practice 
he has sometimes used an extract of comfrey root 
as a dressing to ulcers. He states that it forms a 
coating which acts like a strapping, drawing together 
the edges of the sore, but far more evenly, and that 
healing takes place as under a scab. The nemoval 
of this dressing, however, was occasionally so pain- 
ful that It could not be generally employed. Inter- 
nally administered, the mucilage of the root seemed 
to exert astringent and slightly anesthetic prop- 
erties, which rendered it of value in gastralgia. 

Whatever be the final outcome of Dr. Macalbter's 
investigation it cannot fail to be of general interest, 
also, from an historical point of view. Here we have 
a plant which was recommended in the writings of 
the ancient Saxons as a dressing for wounds and 
ulcers, and by some spoken of as the chief vobiar- 
ary herbal. Although it survived among the country 
folks, it was wellnigh forgotten in medical works 
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during the last two or three centuries, and now it is 
found by accurate clinical observation that the for- 
mer estimate of its virtues is more or less justified, 
whfle the discovery and investigation of its active 
principle afford a reasonable explanation of its mode 
of actkm. 



THAT LUMP IN THE BREAST. 

SuKgeons are constantly lamenting that cases of 
cancer are referred to them too late to admit of 
thorough extirpation and consequent permanent 
cure. In carcinoma of the female breast this prob- 
ably happens less frequently than in malignant dis- 
ease of any other part of the body, since the pres- 
ence of a "lump" and the knowledge of what it might 
mean will generally impel the patient to seek med- 
ical aid at a comparatively early period. Hence the 
greatest obstacle to early surgical intervention in 
this condition is the patient's dread of having to 
submit to a mutilating operation. 

In view of the great predominance of carcinoma 
amoog neoplasms of the breast and the ever present 
possibility of benign growths undergoing malignant 
degeneration, the present attitude of surgeons is to 
view every mammary tumor with grave suspicion 
and to advise its removal in almost every instance. If 
there be doubt as to the nature of the growth, 
some suMgeons are accustomed to have frozen sec- 
tions examined immediately after its removal, and 
to govern Aeir fur^er course of action by the pa- 
thologist's report In view of the fact, however, 
that a microscopical exammation of this kind is not 
resorted to in many instances, while sometimes the 
evidence furnished is uncertain or even erroneous, 
there is always a chance of a really benign growth 
being mistaken for one of malignant character, and 
the patient not only subjected to an unnecessary 
radical operation, but the statistics credited with the 
falladotts record of a cure. 

It has been justly emphasized by Dr. W. S.Thome 
{Jomnal of American Medical Association, Febru- 
ary 17, 1912) that in a notable percentage of cases 
tumors of the breast diagnosed as malignant do not 
undergo malignant degeneration ; that the histolog- 
ical arrangement of the tumor does not necessarily 
determine its future life history or development; 
that certain tumors removed for malignancy would, 
if unmolested, eventually disappear. From his own 
records he cites the histories of eight cases in which 
neoplasms of the breast, exhibiting all the gross 
characteristics of cancer and diagnosed as such by 
a mmber of surgeons, spontaneously subsided. If 
these growths had been removed the results would 



have gone to swell the list of recoveries and cures 
from operation, and there can be no doubt, as Dr. 
Thome states, that such errors tend to invalidate the 
scientific value of the statistics. 

While under present conditions few surgeons, 
however, will be content with a procrastinating policy 
in the case of mammary neoplasms, unless they pre- 
sent distinct evidences of a benign character, it is cer- 
tainly desirable that where the nature of the growth 
is in doubt an attempt should at least be made to 
settle this question by a microscopical examination 
before resorting to a serious and mutilating opera- 
tion. 

GYNECOLOGICAL HINTS. 

By Ralph Waldo, M.D., New York. 

The lise of tents in the cervical canal has caused 
death in a few hours from acute sepsis. Although 
the tent may be sterile, the cavity of the uterus or 
cervical canal may contain infectious material. 

There are many instances where minor infections 
have followed the use of tents. As long as it re- 
mains in the cervical canal it will prevent the escape 
of material from the utems, and if the discharge is 
being rapidly formed a dangerous amount may ac- 
cumulate in from one to three days, which is the 
time that a tent is usually allowed to remain in place. 

'the cervical canal can be safely dilated by means 
of graduated dilators or a steel branch dilator. If 
a woman forty or more years of age has severe 
uterine hemorrhage in spite of repeated and thor- 
ough curettage, and though no malignant disease is 
found on microscopical examination, hysterectomy 
should be performed. 

Vaginal hysterectomy should not be attempted 
when, with the patient under an anesthetic, the cer- 
vix cannot be drawn down to the external parts and 
the upper part of the uterus felt from the vagina 
with the fingers behind and the thumb in front. 

Sudden inversion of the uterus following delivery 
has, in one instance I know of, resulted in fatal post- 
partum hemorrhage. If this accident is discovered 
quickly enough, the uterus can usually be replaced, 
but if the cervix contracts, the inverted body be- 
comes congested and it is impossible to replace it. 
In such a case, if the hemorrhage can not be con- 
trolled by direct pressure, ligatures should be so 
introduced at each side of the utems as to compress 
the arteries. In all probability the uterus will be 
sacrificed, but better this than the loss of the moth- 
er's life. 
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A FEW OF THE FALLACIES IN EXPERT 
MEDICAL TESTIMONY.* 

By Philip Marvel, M.D., Atlantic City, N. J. 

The fact that I appear before you this afternoon 
to discuss, in a desultory way, the subject assigned 
me by Dr. Harrison is of itself an apology. I wrote 
to Dr. Harrison, declining the invitation, but, un- 
fortunately, he did not receive my declination until 
he had alr2ady placed me on the program. This 
made me feel that I was under some obligation and, 
therefore, I am here, not to discuss the subject as 
you find it on the program, but somewhat changed, 
to read "A Few of the Fallacies in Expert Medical 
Testimony." 

The subject is one which should intensely interest 
us all, and I take it that Dr. Harrison intended me 
to discuss it from the standpoint presented by the 
rearrangement, thus limiting the discussion to ex- 
pert medical testimony, rather than extending it to 
the broader field of general expert testimony. 

All controversial questions admit of divers con- 
structions and permit differences of opinion as to 
the probable factors involved in the results obtained 
or to be obtained; and such questions may be fur- 
ther involved by a variety of different standards 
acceptable to the average professional man, as well 
as to the many of the masses. Opinion may also be 
more or less influenced by defects, peculiar relations, 
and infirmities, such as visual disturbances, viz., my- 
opia, hemianopias, etc. ; also, by employment, family 
or friendly relations, and mental incapacity, such as 
is sometimes found in psychoneurasthenics, neuras- 
thenics, etc. Whether these may or may not cover 
the majority of active conditions which influence 
testimony, and explain some of the differences met 
in statements offered as evidence, or differences of 
opinion which arise when witnesses submit the same, 
it is nevertheless true that many witnesses who ob- 
serve an occurrence from relatively close proximity 
are known to vary very widely in their observations 
and, unless opportunity is given them to compare or 
otherwise harmonize what they afterward offer as 
evidence, their statements will often appear to the 
court as almost diametrically opposed to each other. 

• Read at fourth annual meeting of Railwav Surgeons' Associa- 
tion of Pennsylvania Lines East of Pittsburgh, Scot. 22-23, 1912. 



This fact makes it possible, and even probable, that 
those disposed to pervert and controvert evidence 
intended to establish the truth will so use it. The 
object of testimony before the court is, primarily, 
to establish the truth of the declarations in the case 
and, secondarily, that the law may deal justly with 
the litigants. 

To expedite procedures to these results, statutory 
decrees exist authorizing sessions of court by which 
impartial trial may be had. Two classes of witnesses 
are ordinarily admitted to testify before a tribunal 
of this character, viz., those who have knowledge of 
the facts in question and those who, by their su- 
perior knowledge and technical qualifications, are 
permitted to express opinions on suppositional and 
hypothetical questions arising from the evidence 
submitted. It is the latter class of witnesses that 
are concerned in the subject that has been assigned 
to me, and to which I shall direct my further re- 
marks. 

The testimony of a medical expert is especially 
sought when there arises some contingency in the 
trial where an accurate conclusion cannot be drawn 
from the evidence already evolved. In such cases 
the court, presumably, permits to testify only those 
whose opinion may further illuminate the evidence, 
that a proper decision may be reached. For our 
purpose to-day, let us admit that the majority who 
offer expert medical testimony are competent to 
give it, and that the usual purpose in doing so is 
above suspicion of appearing other than in the ca- 
pacity in which the court outlines their duty, viz., 
that of further illuminating the testimony before 
the jury and clarifying any essential part of the evi- 
dence which is not fully understood. That there 
are exceptions to this, it is my purpose to show. 

It must be kept in mind that the jury, and not 
the judge, is trying the case, the latter being the 
presiding officer or director of the procedure, who 
usually directs the case along certain systematic and 
well-organized lines for the just and expeditious de- 
termination of the differences in point. It is just 
as important, therefore, to be well qualified to com- 
prehend hypothetical problems when presented, as 
to be specifically prepared for the ordeal at hand. 
The litigants in the case, the court and the jury, all 
look for a well-informed gentleman in the medical 
expert, and his opinions are necessarily measured by 
a similar standard. Therefore, in the event that he 
allows himself to connive with, or to be a party to, 
any trick, diversion, or misconstruction of the facts 
in the testimony presented, he not only suffers him- 
self, but the whole medical profession with which he 
claims a membership suffers also. 
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The very privilege granted a medical expert, that 
of giving an opinion upon a hypothetical question or 
an assumptive proposition, puts it well within his 
power to direct the jury to a proper and just con- 
clusion with reference to specious or obscure testi- 
mony; it likewise permits him to so place before 
them the same testimony that its presentation seems 
timely and of weight in the situation. I need not 
ask this audience if this is not often the case. It is, 
therefore, easily deducible that in some instances, 
for no other reason than above stated, medical ex- 
perts are pressed into cases in which, even though 
the legal representative accomplishes his object, it 
is no less an evidence that the expert has disgraced 
himself and injured the cause which he represents. 

Accepting as our standard the requirement of the 
court, we may readily proceed to investigate how 
nearly this standard is maintained in the present- 
day practices in regard to expert medical testimony. 
For comparative reasons, we will suppose a case in 
which the court has admitted the privilege of expert 
medical testimony ; the expert has carefully listened 
to the presentation of facts, as brought out by the 
court and, to the jury, there is an unclarified situa- 
tion in the evidence as given. The defendant, oi* 
complainant, as it may be, is quick to perceive the 
fact that, by certain manipulation or by an admis- 
sion of the truth in part, but not the whole truth. 
he may be able to conceal from the jiiry certain im- 
portant facts that otherwise might be confirmative 
of the end sought by the opposing side. Thus, the 
expert, knowing this, permits himself to be placed 
in a position in which he intentionally or wilfully 
assists in withholding part of the truth, or condi- 
tionally influences the same, when he is obligated 
by his oath to present his knowledge for the benefit 
of all concerned, thereby becoming a self -committed 
party to fraud, deceit and, shall I say, perjur}' in 
spirit, if not in the letter. 

It is singular that men of high standing, repre- 
sentative men in our profession, will sometimes lend 
themselves to pre-arrangements or specific engage- 
ments, knowing full well at the time that the chief 
reason for their presence in the case is to obstruct, 
rather than to illuminate and bring out, the facts as 
they should be brought out. 

It is to be regretted, also, that the legal repre- 
sentatives of the litigants will, in some cases, offer 
h3rpothetical questions based not wholly upon the 
facts in evidence, but upon suppositional statements 
which they hope to make pertinent to the question 
at issue. When, by ignorance or negligence on the 
part of the opposing attorney or oversight of the 
court, such evidence is admitted, opportunity is 



given for misapplication or misdirection of the evi- 
dence previously submitted, resulting in a miscar- 
riage of justice. In some instances, it is known that* 
the opposing attorneys make a canvass of the men 
whom they regard as qualified to testify in the case, 
in the interest of their clients and, incidentally, their 
personal relations in the trial, and arrange a tacit 
understanding with the expert, previous to the hear- 
ing of the case, or a knowledge of the evidence to 
be brought out. 

I leave it to you as to whether such procedures 
and such pre-arrangements have for their purpose 
any higher or better motive than that of defeating 
justice, dishonoring the court before which the evi- 
dence is submitted, and serving a commercial and 
mercenary end. 

These are only some of the ways in which a medi- 
cal expert may be used to serve a sordid and selfish 
relation in unraveling a controversy in which an in- 
dividual able to command a price, or a corporation 
whose business it is to employ specialists for self- 
defense and self-preservation, may unhesitatingly 
use him. Important for good as may be the testi- 
mony of one properly qualified, honorable, and con- 
scientious in his duty to the court and the parties 
contesting, it likewise may be no less vicious and 
damaging in its perverted use, not only to the medi- 
cal expert implicated, but to the whole profession, 
to which he owes a duty and an allegiance, from a 
higher standard than that of any pecuniary or other 
benefit which he may derive from such service. 

That the present system needs a refining and 
standardizing process must be admitted without 
question, and the remedy lies within ourselves. Shall 
we accept the challenge ? Then let the answer come, 
from men like you, in a manner to include the whole 
profession, setting forth, in itself, a principle and 
an action in no uncertain terms. 

REMARKS ON CLOSING DISCUSSION. 

* * * And now, in closing, I simply want to make 
. a recommendation ; let us follow Missouri's ex- 
ample. It seems to me that Missouri has solved 
the problem of expert testimony, probably to the 
greatest advantage of the expert, and certainly to 
the greatest advantage, as to the means of pre- 
senting knowledge and presumptive facts, to the 
court. I am told that the medical profession of the 
State of Missouri (by this, I mean the State Medical 
Society^, under an agreement with the legal pro- 
fession of that State, selects a committee composed 
of a dozen men from their society whom they be- 
lieve to be capable of rendering expert testimony to 
the court; and the legal profession of that State 
have agreed that the court may name, from this 
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committee, such men as are qualified to render the 
testimony required for the particular case. This, 
4t seems to me, is the very best way of which we 
have knowledge at the present time of getting un- 
biased testimony before the court. 



THE HIGHER MISSION OF THE 
SURGEON.* 

Samuel Spencer Memorial Oration. 

By Percy W. Toombs, A.B., M.D., Memphis, Tenn. 

I appreciate the courtesy, the privilege and the 
distinction of this inspiring hour. The day on which 
one is welcomed into fellowship with the free and 
courageous souls of that "noble type who live not 
for self alone, but the good of all," is a red-letter 
day in one's life, and to stand in this presence and 
witness the enthusiasm and devotion of men to the 
conservation of human life is to become imbued 
with hope and faith, and to be made stronger and 
fresher to battle for the amelioration of suffering 
and the prolongation 6i human life. 

In the history of mankind there has been no sub- 
limer and more merciful art than that of surgery — ^a 
history of progress from art to science and from 
science to art. To one who is a member of the pro- 
fession, and who loves to dwell upon the qualities 
which it has given to the world, there is no more 
pleasing fancy tftian to linger about the shadows of 
the past, now consecrated by the valor of our tri- 
umphant heroes; to rest for a moment within the 
ten^le of the present ; to catch and hold the uplifting 
inspiration that kindles the past into a fadeless 
glory. 

Back through all the shadowy ages surgery has 
known its martyrs and its heroes. At the very dawn 
of history and all through the long twilight of the 
centuries the world was illumined by the valor of 
their deeds. The wonders wrought by Galen, Vesa- 
lius, Harvey and the Hunters were needed for the 
development of Cooper, Warren, Dupuytren, Bill- 
roth ind von Graefe. These modest heroes poured 
the wealth of their treasured minds over the fruitful 
valley of the nineteenth century and blazed the way 
for von Langenbeck, Pasteur, Lister, and others, 
who launched us upon an era which is truly the 
most brilliant in the history of surgery. I would 
that on the broad sea of memory eloquence, from 
whose golden beach others have gathered pearls 
and shells of rare beauty, I might see drifting by 

• Read at sixteenth annual meeting of Association of Surgeons of 
Southern Railway. May 30, 19". 



some flotsam of thought, poor on my own untutored 
lips, yet commensurate with the valor of these mod- 
est heroes. 

It is a long cry from eulogy to surgery, aad the 
higher mission of the surgeon is my theme. Ancient 
and honorable are its claims for consideration. Re- 
verting from the high perfection of the science in 
this our day, its path across the centuries may be 
followed, in a simpler art and cruder form, throui^ 
Greece, China, India and Egypt back to the nebu- 
lous characters and primitive symbols of prehistoric 
time. 

Along this path, near the beginning of which 
stands the shade of ^sculapius, there have trod for 
centuries the feet of men, wise and good and great 
as many whom the world delights to know. The 
immortal Hippocrates is but a prototype of a profes- 
sion which, for upwards of 2,300 years, has fought 
humanity's never-ending battle against the ravages 
of disease and the cold embrace of death. To re- 
count the details of this warfare would require a 
miracle of epitomization. It would be like aeons 
of struggle and triumph depicted on one jagged flash 
of lightning. I leave the story to those master 
tongues whose marvelous art and eloquence are not 
mine. If patience and industry be commendable; if 
study and thought be desirable; if versatility and 
resourcefulness be valuable; if genius and wisdom 
be admirable ; if sympathy and self-sacrifice are yet 
held estimable ; if prudence and courage and forti- 
tude are qualities still deemed essential and cred- 
itable — then shall the members of this profession 
find high regard, for of these are they worthy ex- 
emplars. The cry of afiliction is their incentive to 
superlative endeavor. Their quest is always the 
nepenthe and balm for the ills of suffering humanity. 
To them, poor hearts bowed down look up in hope 
and confident expectancy. It is not for me to boast 
— ^these hopes fulfilled, these expectations answered. 

Let the blind speak into whose starless night has 
come the ecstasy of human faces in the full mag- 
nificence of the shimmering sunbeam on the wave. 
Let the deaf speak into whose dreary silence has 
come the sound of human voices and the music of 
the murmuring surf. Let the lame-bom and de- 
formed speak, to whose frail frame, but half made 
up, has come the erectness and the majesty of men. 
Let the helpless and incurable speak, the broken, 
downcast, human reeds, into whose wretchedness 
has come the skill that soothes an aching wound and 
the cheer that uplifts a bleeding heart. 

These are not all — but let these speak for truth 
and gratitude, if language fails them not. Surgery 
IS progressive and productive through the lull and 
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calm of scientific peace as through the fire and smoke 
of professional controversy. Whether groping in 
the darkness of abstract speculation, or substantially 
building under the discipline of inductive philoso- 
phy^ it has cherished and nurtured a living, growing, 
goldeo nucleus, whose segmentation constantly 
evolves new light, new truth, new power. So it hap- 
pens Ihat the complexus of things surgical, as known 
to us, differs widely from that which was observed 
in th^ experience of our fathers. 

Electricity, chemical analysis, microscopy and the 
Roentgen rays have immeasurably enlarged the 
scope of diagnostic acumen. Hemorrhage is no long- 
er staunched by boiling oil and smoking cautery. 
The ^riek of agony no longer accompanies a reluc- 
tant surgeon's work. An almost bloodless knife 
now moves to its task while the patient is wrapped 
in a quiet oblivion which is the verisimilitude of 
restful sleep. The poisonous fangs of diphtheria 
have been at last extracted, and variola's loathsome 
clutches have been manacled forever. Huge tumors 
are do longer considered formidable, and hospital 
gangrene, once the incubus of surgery, has no longer 
a meaning in pathological nomenclature. Microbes 
that have been so long the enemy of mankind have 
been pressed into service, even as the elements have 
been enslaved. Vaccination, arterial ligature, anes- 
thesia, antitoxins and antiseptics have been the 
media of these beneficient changes 

Jesaer, Pare, Simpson, McDowell, Wells, Mor- 
ton, Koch and Lister are the illustrious names whose 
croWn^ glory is found in these achievements. 
Surely it must be accounted a virtue often to recall 
their splendid deeds. Not to remember them would 
be to sound the deepest depth of ingratitude. The 
artist may long live beneath the soft skies of Italy 
and cateh the brilliant outlines of her imposing 
ruina The historian may run the course of her 
cruel ccttiquest from the misty legions of Romulus 
to the brilliant but merciful advent of Christ ; but 
whoever surveys with unclouded vision the history 
of surgery can but be impressed with the loftiness 
of the ideals, the nobility of the achievements, the 
manifold service which these master surgeons have 
rendered ! 

May not we as relief bearers to the suffering of 
our fellow creatures, catching the inspiration of a 
greater surgery, unfold the intellectual and analyti- 
cal powers which have been bestowed upon us for 
grand and humane purposes, and develop the blessed 
heritage of older surgeons who have gathered and 
garnered through many years of earnest efforts in 
many fields of labor. It is a noble work that men 
do when they restore the reason and bring back the 



man, but it is nobler still when men stretch out the 
humanitarian arm of "white handed hope, the hov- 
ering angel, gilt with golden wings," and make the 
victims of accident become the athletes of Olympian 
games ! What is more thrilling, strange and terribly 
picturesque than to be plunged into the awful flood 
of crimson woe, with a shriveled limb dangling as 
if by a thread, and the hand of death beginning to 
freeze the weary and halting pulse! As we grope 
our way out of its enveloping gloom, are we not 
filled with gushing sympathy and inspired to fight 
through sleepless nights and days, hand to hand with 
death, hoping, working, struggling, refusing to give 
up? In the surgical heavens how divinely sacred and 
withal how surpassingly precious when we have 
seen the "lame to walk," the blind to see. 

Ours is a true and noble calling. Genius domi* 
nates and inspires our science. It interests each of 
you whether you be an humble surgeon, unosten- 
tatiously performing your arduous labors in some 
small town, or whether you be some surgeon of 
world-wide fame in the crowded metr<^lis. The 
past has bequeathed to us a glorious heritage and 
destiny. The search-light of science is fast dispel- 
ling the shadows of ignorance. As by their match- 
less skill the older surgeons have wrought wonders 
in surgery, so may we realize the truth that in order 
to be as good as our fathers we must needs be better. 
We occupy no mean place in the esteem of mankind, 
and to feel that in the grand battle of life, though 
we have won no garlands of fame and our names 
are unknown beyond the smoke of the cabin door, 
we have alleviated the wounded, bleeding and some- 
times homeless sufferer, is a glorious heritage. 

May the morning dawn when every surgeon from 
orient to Occident, from pole to pole, from moun- 
tain to shore, and from shore to the farthest island 
of the bounding sea, shall feel the glad sunshine of 
conservatism in surgery. May the day soon come 
when surgeons arising to the true and noble nature 
of their calling shall join in the glad acclaim to 
usher in the golden era of humanity and the uni- 
versal conservation of man! 

May we, as custodians of life and limb, when the 
clarion call sounds across the gulf of blood that 
heaves its red waves between the dismembered sec- 
tions, flash the shining railway charity of conserva- 
tism, and act with a knowledge luscious with the 
fruit of ripened thought, and thus 

"Restore to Earth, lost Eden's 
Faded bloom, and fling hope's 
Halcyon halo o'er the wastes of life." 

1108 Exchange Building. 
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THE RELIABILITY OF THE STATE- 
MENTS OF THOSE INJURED IN RAIL- 
ROAD ACCIDENTS.* 

By John H. Vastine, M.D., Shamokin, Pa. 

The reliability of the statements of those injured 
in railroad accidents is of far reaching importance 
from a medical, surgical and medicolegal standpoint, 
and even more so to the railway surgeon, because 
of the large number of accidents and the tendency 
toward improperly exploiting them by those injured. 

In a general way the reliability of the statements 
depends first upon the moral, mental and physical 
status of the individual previous to the accident. 
Whatever inclination he may show to deviate from 
the moral standard of justice will have a direct 
bearing upon his statements regardless of the de- 
gree and nature of the injury. 

In determining the reliabiHty of the statements 
of the individual from the standpoint of the direct 
influence of an accident we may consider first the 
influence of fear produced through the special sense 
of sight and hearing, his being thus forewarned be- 
fore sustaining any injury, and then the direct effect 
of the accompanying trauma, as well as the receipt 
of an injury instantaneously without being fore- 
warned. In the first class of cases the effect of 
fear depends upon the normal mental control of the 
individual and the freedom from toxic and nar- 
cotic influences. In the absence of these, the disor- 
ganizing effect of fear upon the mind of the indi- 
vidual varies from simple emotion to mental hebe- 
tude and amnesic aphasia. The injury accompany- 
ing fear in those forewarned may vary to any extent 
in nature and degree of severity, but the anesthetic 
action of fear is such as to abolish all sensibility 
to pain. 

The effect of these injuries upon the statements 
of the individual is in proportion to their locali- 
zation and the degree of tissue destruction. In 
head injuries, those which affect or disturb the 
physiological functions of the gray matter of the 
cerebral cortex, we may look for variances in the 
statements of the injured and their reliability. 

In the second class of cases, those sustaining in- 
juries instantaneously, the disorganizing effect of 
the forewarning fear upon the mind of the individ- 
ual is eliminated, and we have to deal directly with 
the tissue destruction and the mental influence of 
shock from the trauma. 

Considering the foregoing remarks, we have a 
direct cause for the unreliability of the statements 

^ * Read at fourth annual meeting of Railway Surgeons' Associa* 
tion of Pennsylvania Lines East of Pittsburgh, S'ept. 22-23, 1912. 



of the injured. In conjunction with the more or less 
disordered mental state we have the very marked 
susceptibility of the mind of the individual to the 
influence of suggestion by those who have been 
present and who are inspired by fair or unfair mo- 
tives. 

It is seldom that there can be obtained a perfectly 
reliable statement from a person directly following 
an accident, and the only way to gain this is by care- 
ful and frequent observation of the patient from 
the occurrence of the accident until sufficient time 
has elapsed for normal recollection and physical 
restoration to have become established. 



Surgical Gleanings 



Management of Inguinal Hernia in Childhood. 

Dr. W. F. Campbell {Med, Rec, Jan. 20, 1912) 
tells us to remember that in infants it is possible 
to obtain a spontaneous cure by maintaining contin- 
uous reduction by means of a truss, but after the 
second year the chances of cure by this method are 
doubtful. At this time, however, surgical treatment 
is eminently satisfactory and restores normal con- 
ditions at once. The rule then should be fairly uni- 
form: (a) In infants apply a truss continuously as 
soon as the hernia is diagnosed, (b) After the sec- 
ond year consider radical operation if the nutri- 
tional index is favorable. 

Renal Tuberculosis.— Dr. F. W. Rabbins 

(Jour, Mich, S. M, S., Feb., 1912) points out that 
a much larger portion of renal tubercular infections 
are unilateral than was believed ten years ago. An 
early diagnosis is of the highest importance. In a 
few very mild cases the x-ray or weak solutions of 
tuberculin in connection with the best hygenic con- 
ditions may, tentatively and with some hope, be em- 
ployed. Nephrectomy is almost a sure cure in un- 
ilateral tuberculosis, and is not necessarily contra- 
indicated even in the presence of tubercular disease 
of the bladder, the other kidney, or other organs. 
Gas anesthesia, as administered by Dr. E. G. Mar- 
tin, is entirely sufficient for this operation, and at- 
tention to this one detail will lower the operative 
mortality in renal surgery. 

Movable Kidney.--Dr. H. M. Tigert (South, 
Pract,, Feb., 1912) believes that in a vast majority 
of cases giving rise to symptoms (fifty per cent, 
give rise to none), operation is not indicated. For 
such cases palliative treatment, building up the gen- 
eral health as best we can, suggestions, and develop- 
ing the abdominal and back muscles, is the best we 
can do. Lastly, there are a few cases where the 
symptoms are all referable to the kidney, which, 
when suitably selected and subjected to an opera- 
tion with perfect technic, will make a perfect re- 
covery. 
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Chronic Appendicitis with Symptoms Resemb- 
ling Gastric Ulcer.— Dr. F. W. Bancroft (CoL 
Medicine, Feb., 1912) concludes: 1. Pyloric spasm 
accompanying chronic appendicitis may cause all 
the s3miptoms of gastric ulcer. Occult blood may 
be found in the stomach contents and possibly hem- 
atemesis may occur. 2. A kink of the terminal por- 
tion of the ileum may cause overdistension of the 
small intestines which in turn may cause a periduo- 
denal inflammation with resulting adhesions around 
the pylorus, giving symptoms closely resembling 
duodenal ulcer. 3. In operating for chronic ap- 
pendicitis, when the appendix does not show suf- 
ficient pathological lesion to account for the symp- 
toms, an incision should be made large enough to 
examine the terminal portion of the ileum. 

End Result of Operation in Graves' Disease. — 

Dr. G. W. Crile (South. Med. Jour., Feb., 1912) 
states that since conducting operation on the new 
principle of anoci-association, and recognizing the 
importance of Kocher's progressive elimination of 
glandular activity, the mortality has all but disap- 
peared, excepting in those that are potentially dead 
at the time of operation. Recent statistics of all 
cases will amount to about two deaths in one hun- 
dred. As to the end results, when the disease is of 
long standing in patients of poor physical structure, 
and whose financial and social circumstances permit 
of no mitigation of the strain of life during the 
time of convalescence, the results are correspond- 
ingly impaired. No patient died of the disease after 
leaving the hospital; one was made worse by the 
operation ; otherwise every patient was either bene- 
fited or cured. Among the factors that influenced 
the end results were the environment of the pa- 
tient, the freedom from nervous shocks, the means 
at hand for diversion, as well as the avoidance of 
strain and the elimination of all nervous shock at 
the time of operation. The improvement began 
usually the next day after the operation, and con- 
tinued for from six months to two years. The 
author regards patients as cured when they are able 
to withstand nervous shocks, such as fright, disap- 
pointment, worry, grief in a normal manner. 

Paranephritic Abscess. — Professor E. Herczcl, 
cited in the Wiener klin. Wochenschrift, No. A, 
1912, believes that paranephritic abscesses in many 
instances develop from small pus collections in the 
renal cortex, instead of having a primary origin. In 
a case upon which he recently operated a diagnosis 
of paranephritic abscess was made from the symp- 
toms — fever, pain in the left renal region, absence 
of pathological elements in the urine, no fluctuation 
or infiltration. After opening up the paranephric 
connective tissue a considerable amount of thick pus 
was evacuated. Subsequently the fever subsided, 
and the patient was discharged from the hospital in 
fourteen days, but two or three days later rigors 
and fever returned with pain in the right kidney 
region. An incision on this side disclosed a slight 
edema of the capsule, which was adherent to the 
cortex at one place. On incising this a small pus 
focus was found, which was drained with gauze. 



Recovery was uneventful. The unique feature of 
this case was the bilateral site of the small pus col- 
lections, only seven cases of this kind having been 
recorded in the literature. The second case was 
that of a married woman, thirty-one years old. The 
patient had suffered from an attack of abdominal 
pain and a stitch on the right side, after which she 
noticed a tumor growing in the abdomen. Her 
health failed and she was confined to bed. On ex- 
amination at the hospital a hard, painful, irregular 
mass could be felt under the free border of the ribs, 
extending towards the renal region. A diagnosis of 
benign growth, connected with the kidney, was made 
and operation resorted to. In the renal area a hard 
callous mass of cicatricial tissue was found, as thick 
as two fingers, from the interstices of which pus 
could be expressed. Beneath this was a thick band 
of similar character. On exposure of the renal cap- 
sule four or five pus foci were detected. jPrompt 
recovery followed evacuation of the pus. This case 
is of particular interest as showing how easily a 
paranephritic abscess can be confounded with a 
new-growth. 

Fleming's Skin Stitch.— Dr. H. G. Wetherill 
{Deny. Med. Times, Feb., 1912) gives the follow- 
ing description of a skin stitch originated by Dr. C. 
K. Fleming, which he has used extensively and 
found very satisfactory : The cut edges of the skin 
are evenly brought together by stretching the wound 
with small tenaculum forceps, catching it at either 
end. The stitches, preferably of silk worm gut, are 
put in from a half to three quarters of an inch from 
the edge of the incision and from three-quarters to 
one and a quarter inches apart, depending upon the 
tension necessary to bring the edges together. Then 
the particular feature of Dr. Fleming's stitch is em- 
ployed. As each stitch is picked up to be tied, the 
skin margins are caught with mouse-toothed for- 
ceps and carefully and evenly approximated raw 
edge to raw edge, precisely as is done in applying 
Mitchell's clips. As the first knot on the stitdi is 
tightened, the forceps depress the skin margins in 
such a way as to leave a longitudinal ridge under- 
neath the stitches. All of the stitches are tied in 
this manner, the ridge being thus prolonged from 
one end of the incision to the other. While Dr. Flem- 
ing used the ordinary square knot tied on one side 
of the incision. Dr. Wetherill makes three turns on 
the first half of the knot, without putting any sec- 
ond knot upon it. This allows the ends of the 
stitches to lie flat on the surface of the skin and 
avoids any enlargement of the knot itself. It has 
been his experience that these three turns rarely 
slip, even under considerable tension, if the stitches 
are close enough together. They are easily removed 
and help to splint the surface of the incision. The 
stitches may be removed from the seventh to the 
tenth day, and after the redness and slight swelling 
have disappeared the wound is found to be smooth 
and sightly, and, unless the patient happens to be 
one of those unfortunates predisposed to keloid or 
hypertrophic growth in scar tissue, the ultimate re- 
sult will be quite satisfactory. 
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Construction of an Artificial Vagina from 
Small Intestine. — Dr. Halban (Wiener med, 
Wochensch., No. 49, 1911) proceeded as follows: 
After performing laparotomy he incised the peri- 
toneal fold between the bladder and rectum, and 
then separated the bladder from the rectum as far 
up as the vaginal cul de sac. The second stage of 
the operation consisted in excluding a section of the 
small intestine and uniting the central and periphe- 
ral portions of the gut by lateral anastomosis; the 
third, in implanting the excluded intestinal segment 
into the vulva; the fourth, in suturing the incised 
peritoneal fold, leaving an opening for the passage 
of the mesentery of the implanted segment of gut. 
The final step consisted in enlarging the vaginal 
opening and suturing the gut into position. The 
operation proved a complete success from a func- 
tional point of view. 

Urinary Infection. — Drs. B. Tenney and H. M. 
Chase (Bost. Med. and Surg. Jour., Feb. 22, 1912), 
in a study of this subject, refer to the fact that 
bacteria of various sorts appear in the circulating 
blood and pass into the kidneys. These may filter 
through and leave no trace, or may damage the kid- 
ney in passing, or may make a prolonged and de- 
structive stay therein. Our working theory based 
on these facts is that all causes producing obstruc- 
tions to the flow of urine increase the chance of 
renal infection while they last, and the rest of the 
process depends on the appearance of certain bac- 
teria at the favorable moment. Our treatment 
based on this is the attempt to remove all causes 
of back pressure and to reduce the supply of bac- 
teria in the circulating blood in all reasonable ways. 
When the infection is known to be tubercular in 
only one kidney and the ureter is not greatly thick- 
ened, a few months of hygiene and the regular tu- 
berculosis cure may be permissible for the patient 
whose pocket and disposition permit. A tubercular 
kidney with a thickened ureter in the average pa- 
tient seriously interferes with his comfort and his 
convenience, is almost certainly a progressive men- 
ace to health, leads to an extremely painful last ill- 
ness and needs nephrectomy like a malignant dis- 
ease. 

Sexual Neurasthenia and the Prostate. — Dr. G. 

Frank Lydston (Med. Rec, Feb. 3, 1912) says that 
morbid prostatic conditions, involving especiflJly the 
veru montanum, often tmderlie impotence. In such 
cases massage, silver instillations, or endoscopic ap- 
plications of silver to the veru montanum often do 
excellent work. Not infrequently, however, all 
these measures fail completely. Unless the impo- 
tency is relieved, cure of the neurasthenia is impos- 
sible, hence any measure that holds out hope of 
relief should be adopted. It has been the author's 
experience that a very respectable proportion of 
cases of sexual neurasthenia associated with impo- 
tency are remediable by resection of the vena dorsal- 
is penis. As to how far the psychic eifect of the oper- 
ation explains its benefits he is unable to say, but 
the local mechanical effects are obvious. The pa- 



tient, noticing an immediate increase in tlie func- 
tional activity of the penis, is justified in iiaving 
some psychic impressions from the operation, and, 
as these impressions run counter to those which 
have been a prominent feature of his sexual disa- 
bility, the procedure would seem logical enough. 
Even a small proportion of cures would justify the 
operation, and, as the proportion is really Urge, 
he believes that the procedure should be gen- 
erally employed in suitable cases. It is hardly 
necessary to say that proper surgical technique is 
essential. In a large proportion of cases that have 
been submitted to the operation the cutaneous vein 
has been resected and the failure charged up to the 
operation. It should be unnecessary to say that the 
dorsal vein and the dorsal cutaneous vein are not 
the same. 

Resection and Total Extirpation of the Bladder. 

— Professor Rovsing, cited in the Deut. med. Wo- 
chensch., No. 49, 1911, has collected 58 cases of 
total extirpation of the bladder from the literature, 
including his own operations. In his opinion i^csec- 
tion is rarely indicated in tuberculosis of the Mad- 
der, or tumors of doubtful malignant origin con- 
fined to the vesical mucous membrane. On the 
other hand, in cases of malignant growth it is nec- 
essary to choose between resection with a mortality 
of 41.4 per cent, and total extirpation with a mor- 
tality of 50 per cent. The author is inclined to 
believe that the mortality of the latter procedure 
can be essentially reduced by adopting his own 
method, the essential features of which are to open 
up the bladder by exposing it through a transverse 
or suprapubic incision after gently filling it with an 
antiseptic fluid, and then removing it subperitoneal- 
ly, if possible, just as one would a cystic pelvic 
tumor. 

Treatment of Tuberculous Adenitis. — Dr. J. B. 

Hawes {Bost, Med. and Surg, Jour,, Jan. 18, 1912), 
in a report of 56 cases from the tuberculin clinic 
of the Massachusetts General Hospital and from 
private practice, expresses the opinion that every 
large dispensary or out-department should have a 
special clinic for the treatment of this class of tuber- 
culous patients. To get good results in the treat- 
ment of tuberculous adenitis he believes it to be 
more important to treat the patient than to devote 
one's attention solely to the tuberculous process in 
the glands. The physician should not depend upon 
surgery alone, hygiene alone or tuberculin alone, 
but should use all or each of these measures as is 
required by the individual patient. Out of this 
series of 56 cases treated with hygiene, diet, tu- 
berculin, in 27 the disease has been apparently cured 
or arrested, and in 16 others the condition of the 
patient was improved, while the number of cases in 
which there was no improvement after a fair trial 
was very small. The present tendency of tbe sur- 
geons in the Massachusetts General Hospital is to 
send the patients to the tuberculin clinic, and. ex- 
cept in cases of actively suppurating giiiids. not con- 
sider surgical interference until later. 
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Total Extirpation of the Stomach.— Dr. N. 
Trinkler (Archiv f. klin. Chir., Bd. 96, Hft. 2) re- 
ports the case of a woman, fifty-seven years old, 
who suflFered from a tumor occupying the posterior 
wall of the stomach, the lesser curvature, and part 
of the anterior wall. The entire stomach and a por- 
tion of the omentum adherent to it were removed 
and the esophagus sutured to the duodenum, an 
opening being left in front for drainage and tam- 
ponade of the esophagus. Six days after operation, 
owing to the progressive inanition, an artificial fis- 
tula had to be established in the jejunum, but the 
patient died two days afterward from exhaustion. 
The author has been able to find twenty-six cases 
of total extirpation of the stomach in the literature, 
with thirteen deaths directly attributable to opera- 
tion. 

lajuries of the Ureters in Gynecological Opera- 
tions. — Dr. W. Stoeckel, cited in the Muench. 
med. Wochensch., No. 3, 1912, presents the fol- 
lowii% conclusions on this subject : Ureteral fistula 
in ob^trical practice are almost a thing of the past, 
whik those occurring after gynecological operations 
seem to be on the increase. In operating for benign 
affections of the genital tract they can be prevented, 
but not always in cases of malignant tumors. While 
a healthy ureter can be isolated from its normal 
surroundings for a considerable distance, this can- 
not be done with impunity when it has to be dis- 
sected out from an enveloping mass of cancerous 
infiltration. To overlook a ureteral injury in lapa- 
rotomy is a serious error. The diagnosis of such a 
trauma, whether it consists in accidentally ligating 
the ureter or producing a fistula, is best made by 
means of cystoscopy and ureteral catheterism. Par- 
tial ureteral fistulae show a tendency to spontaneous 
healing, although it has not been determined in how 
far function is preserved in such cases. Direct plas- 
tic operations upon these fistulae by way of the va- 
gina, or extraperitoneal implantation of the ureter 
into the bladder, have been discarded, and it has 
been found that intra-peritoneal implantation, if the 
bladder and kidney are healthy, constitutes the 
best procedure. Nephrectomy is to be reserved for 
ureteral fistulae which have led to infection of the 
renal pelvis or kidney. Exclusion of the kidney in 
case of an impassable ureter is to be considered only 
if in a laparotomy so large a portion of this tube 
is lacerated that its implantation into the bladder is 
impossible. 

Automobile Fractures.— Dr. W. H. Winter- 
berg {Calif. S. Jour, Med., Feb., 1912) classifies 
under this head cases of fracture of the lower and 
usually outer end of the radius caused by the sud- 
den and violent reversal of the starting crank of an 
automobile, the so-called "kick back." Only those 
produced indirectly by the force acting through 
the palm of the hand are meant. The x-ray picture 
in a typical automobile fracture will show a frac- 
ture line in the lower end of the radius below the 
usual site of a Colles' fracture. This line runs 
either transversely across the bone, or what is more 



common obliquely into the joint. There is no im- 
paction, no displacement and consequently little or 
no deformity. There is as a rule no crepitus, little 
deformity, swelling, pain or discoloration. The loss 
of function also is slight, though rather greater than 
the other clinical symptoms would call for. Gentle 
motion can be made, forced ones are painful. There 
is a distinct point of tenderness on the lower and 
outer end of the radius, and this clinical sign is al- 
ways present and shows in this fracture perhaps 
more than any other the value of pressure point 
tenderness in the diagnosis of fractures. The diag- 
nosis must often be made from the history and this 
sign alone. An x-ray is to be taken when possible. 
In regard to treatment, the less done the better, as 
a rule. Any attempt to improve the slight deform- 
ity is unnecessary. The author's cases proceeded 
to a speedy and full functional recovery without 
any manipulations. He recommends immobilizing, 
and after a week daily massage and motion of the 
joint. Recovery is usually complete in three weeks. 

Puncture of the Corpus Callosum for Relief of 
Cerebral Pressure. — Drs. Anton and von Bramann 
(Muench. med. Wochensch., No. 45, 1911) sum- 
marize their experience with this method in the fol- 
lowing conclusions: 1. Puncture of the corpus cal- 
losum is a simple operation by means of which relief 
of cerebral pressure can be effected by way of the 
roof of the lateral ventricles without injury to the 
cortex. 2. A communication can thus be established 
between the ventricle and subdural space for a long 
time, and this can be kept open for at least several 
months in conditions of persistent pressure. 3. The 
cerebrospinal fluid is thus afforded not only a larger 
area for diffusion, but also a more extensive surface 
for absorption, one cavity being connected with an- 
other without the necessity of drainage tubes. 4. It 
is possible to establish communication between the 
third ventricle and the other brain cavities, which 
may be desirable in cases in which it is distended. 
If there is any suspicion of the presence of a neo- 
plasm or cyst in the fourth ventricle, puncture of 
the corpus callosum may be indicated for the tem- 
porary preservation of sight, since it has been found 
that after this procedure choked disc may be dimin- 
ished or at least prevented from progressing to any 
extent, and also because the preliminary relief of 
general cerebral pressure will prove of value during 
the preparatory stage before operation! It is advis- 
able in such cases to open up the cerebellum and 
fourth ventricle as soon as possible. In two cases 
after trephining the occipital region and drainage 
of the fourth ventricle disappearance of choked disc 
was observed. 

In the preoperative diagnosis the surgeon must 
have the assistance of a clinician equally trained in 
his line to look at the medical aspects of the case. 
Both the physician and the surgeon require a corps 
of assistants to make the various laboratory exam- 
inations, or inspections with instruments of pre- 
cision. There must, therefore, be team work and, 
to a certain extent, an all-star team to give the oper- 
ative patient the best chances of recovery. — Dr. J- C. 
Bloodgood (Pa. Med. Journal, Jan.^<K)i2). t 
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VARIOUS ULCERATIONS OF THE MALE 
GENITALIA. 

By Noah E. Aronstam, M.D., Detroit, Mich. 

In entering upon a discussion of the various ul- 
cerations of the male genital organs, the writer 
wishes to confine himself solely to a delineation of 
the most salient etiologic and diagnostic features 
of each individual type. The treatment will readily 
suggest itself to the practitioner when thus based 
upon a thorough conception of these factors. For 
convenience of study, the author has had recourse 
to a system of classification that to his knowledge 
has never been attempted heretofore. Formerly only 
two or three types, at the most, of this classifica- 
tion have been recognized; the others, owing to 
their rarity or lack of proper etiological interpreta- 
tion, have either been but cursorily mentioned or 
entirely omitted in text-books and journals. En 
passent it may be remarked that the term ulcera- 
tions of the male genitalia or male genital organs 
merely appertains to an involvement of the external 
genitalia, i. e., from the glans penis to the mons 
veneris, and that area extending along the scrotum 
to the perineum and anus, the latter inclusive. Ul- 
cers found within the mucous membrane of the 
urethra and bladder do not belong within the scope 
of this paper. 

The ulcerations of the male genitalia may be di- 
vided as follows: 

1. The neuropathic or herpetic ulcer. 

2. The gonococcic ulcer. 

3. The infecting ulcer or chancroid. 

4. The initial sclerema or chancre. 

5. The simple or idiopathic ulcer. 
The leprotic ulcer. 
Ulcerations due to errors of metabolism and 

the different dyscrasiae. 

(a) The ulcers of nephritides. 

(b) Those due to the uricemic state. 

(c) Scorbutic ulcerations. 



6. 

7. 



12. 



13. 



(d) Ulcers accompanying hemophilia. 

(e) Ulcers caused by diabetes, 
(f) Hemopoietic or trophic ulcers. 

8. The malignant ulcer or epithelioma. 

9. The tubercular ulcer and lupoma. 

10. Atypical, obscure and unclassifiable ulcera- 
tions. 

11. Erosions and ulcers due to eczema, lichen, 
psoriasis, ecthyma, blastomycetes, and vari- 

pus other parasitic dermatoses. 
Ulcers resulting from papillomata and other 

forms of vegetations. 
Ulcerations following in the course of endar- 
teritis obliterans of the extremities. 
1. The Neuropathic or Herpetic Ulcer. Coitus 
is not the only cause of this type of ulcer; irrita- 
tions of all kinds may be responsible for its causa- 
tion. It may usher in spontaneously without any 
appreciable cause, and is chiefly observed in neurotic 
individuals. We occasionally discern a certain fea- 
ture of periodicity in its production. An elongated 
and tight prepuce may serve as a cause, stnd yet 
after circumcision it seems to recur as persistently 
as ever. These ulcers never appear singly, but in 
groups with intervening healthy skin or mucosa. 
Their selective locations are the external and mu- 
cous surfaces of the prepuce, the sulcus, f renum and 
corona glandis. Another favored spot is the edge 
or margin of the prepuce. They are also observed 
on the scrotum, dorsum of the penis and the urethral 
mucous membrane. They first herald their advent 
by an erythematous patch or area, upon which 
within a short time small vesicles develop that do 
not tend to rupture readily; but owing to pressure 
the vesicles eventually burst, leaving minute ero- 
sions ; the latter finally coalesce and form small ul- 
cers. Scabbing soon takes place and the entire 
process is completed within a week or ten days, 
provided no new crops appear. Subjective symp- 
toms, such as slight pain, pruritus and tingling are, 
as a rule, present. If left unmolested by overzeal- 
ous treatment, and merely protected from external 
irritation, they pursue a favorable course, but if 
infected or overtreated, they may become indurated 
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and thus mar the diagnosis. Occasionally it hap- 
pens that the lymphatics in the proximity of the 
ulcers are involved, and red nodular lines may be 
seen running along the dorsum of the penis to the 
inguinal glands, which, in their turn, may become 
infected. As a general rule, these lesions heal 
kindly, with very little or no treatment. 

We must constantly bear in mind the possibility 
of herpetic ulcers becoming infected with chan- 
croidal virus and the spirocheta pallida, either sub- 
sequently or as a result of a simultaneous infection 
after the primary period of incubation has elapsed. 

2. The Gonococcic Ulcer, In unclean individuals, 
especially in those who have an elongated prepuce 
and a narrow preputial cavity, gonorrheal discharge 
may accumulate and give rise to erosions of the 
glandular epithelium; these, if not taken care of, 
may be eventually converted into veritable ulcers 
with extensive distribution, at times occupying the 
entire glans penis and mucosa of the prepuce. 
There should be little difficuhy in diagnosing such 
ulcers, for the etiologic factor is apparent at a 
glance; and yet errors are not infrequently made 
and such ulcers have been regarded as chancroidal 
in nature. A close scrutiny will always enable the 
physician to determine their exact character and 
thus to institute adequate treatment. 

3. The Infecting Ulcer or Chancroid, Much has 
been written as regards this form of ulcer. The 
possibility of a mixed infection must never be dis- 
missed. There are, however, certain characteristic 
features that serve as guides to the diagnosis, name- 
ly: The short period of incubation in its develop- 
ment; its multiple tendency, the appearance of 
the ulcer per se, that invariably exhibits a "worm- 
eaten" base, undermined edges, abundant secretion, 
and the presence of subjective symptoms — signs that 
definitely point to the existence of a chancroid. 
When it attacks the frenum, it may assume a phage- 
denic character, destroying it, and when laying 
open the artery of the frenum, may be followed by 
alarming hemorrhage. Chancroids are prone to be 
very obstinate, healing in one place and breaking 
out in another locality. Again they may adopt a 
serpiginous tendency, spreading in spite of our in- 
terference, implicating the neighboring glands, erod- 
ing them and transforming them into similar lesions 
They have been known to spread along the mons 
veneris to the abdomen and along the scrotum and 
perineum towards the anus. Through their per- 
sistency and tendency to extension they have been 
known to inaugurate a certain form of marasmus. 
Chancroids are highly contagious and are the most 
virulent and protracted of all venereal ulcers. 



4. The Initial Sclerema or Chancre, If one bears 
in mind the intrinsic characteristics of this lesion, 
errors are apt to occur but rarely. The prolonged 
period of incubation, the indurated margins and 
base which feels as if a cartilaginous ring were em- 
bedded in the tissues, the comparatively clean ap- 
pearance of the ulcer, the lack of subjective symp- 
toms, its singleness (unless concomitant with a 
chancroid — a mixed infection), together, if neces- 
sary, with a positive Wassermann, should serve as 
distinctive points in determining the nature of the 
lesion. Later on the secondaries will assuredly 
either confirm or reverse our diagnosis. Of all ul- 
cers of the genitalia, the initial lesion should afford 
but little diagnostic difficulty. 

5. The Simple or Idiopathic Ulcer. This type 
of ulcer is not infrequently met with as a result of 
irritation or uncleanliness. It bears no resemblance 
to any of the forms enumerated above or to be de- 
scribed subsequently. The only assignable cause, 
as intimated before, is some kind of irritation from 
without. They are single, and in appearance re- 
semble an abraded herpes vesicle, though somewhat 
larger than the latter; they are somewhat painful 
and mainly situated on the dorsum of the penis. An 
infected sebaceous follicle may ix)ssibly be their 
starting point. They pursue a brief course, heal- 
ing kindly. The loss of substance being so super- 
ficial, they leave but a slight or no cicatrix behind. 

6. The Leprotic Ulcer, During the course of 
leprosy anesthetic macular areas appear on the body 
of the penis that may be transformed into ulcers. 
Very little needs to be remarked as to their identi- 
fication. The presence of leprotic lesions elsewhere 
and the history of a given case will readily clear up 
the diagnosis. There are no pathognomonic diag- 
nostic features whereby these ulcers may be recog- 
nized. 

7. Ulcerations Due to Defective Metabolic States 
and Different Systemic Dyscrasi<B, We now ap- 
proach a type that has been a matter of controversy 
by many clinicians as to the mode of classification. 
That certain metabolic processes are responsible in 
the production of erosions and ulcers has been a 
fact long established by authorities. But the ra- 
tionale as to their causation, the exact process that 
determines these lesions, has never been satisfactor- 
ily elucidated. For a while the ductless glands have 
been taken to task for their causation; then again 
the pendulum has swung towards certain toxic prod- 
ucts circulating in the blood stream, and finally t^e 
nervous system, 1. e., lack of innervation, has been 
put forth as an etiologic factor. It is true that some 
of these explanations may rest upon a rational hy- 



Digitized by 



Google 



April, 1912 



Ulcerations of Male Genitalia. 



INTERNATIONAL » , 
JOURNAL OP SURGERY. ' ' 



pothesis; yet, in the majority of instances we are 
still puzzled as to their etiology. When the disease 
causing them and of which they are but a symptom 
is coexistent, then we have a ready means which 
enables us to treat these lesions appropriately. But 
in a number of cases these ulcerations are but the 
forerunners of certain constitutional states or dis- 
eases of metabolism that make their appearance 
much later. Under these circumstances, we will 
have to study the lesions, observe the minutest de- 
tail in their development, and have an outlook upon 
any and all intercurrent symptoms that may arise 
in conjunction with the local process. It is super- 
fluous to say that a thorough hematologic and uri- 
nary examination, both chemical and microscopical, 
quantitative and qualitative, should be instituted in 
all doubtful cases where the cause of an ulcer seems 
inexplicable or obscure to us. Occult metabolic 
states may then become apparent to us, and the 
result may now be more satisfactory. The follow- 
ing are the forms of ulcerations that are the result 
of or symptomatic to certain pathological metabolic 
states. It is well to intimate right here that these 
ulcers possess absolutely no disHnctwe diagnostic 
features and, as remarked above, will have to be 
recognized solely by the underlying pathologic con- 
dition. The subjoined types of ulcerations have 
been recognized to be due to various defective states 
of metabolism: 

(a) Ulcers due to the different nephritides. 

(b) Ulcers due to the uricemic state. 

(c) Ulcers the result of scurvy. 

(d) Ulcers the result of hemophilia. 

(d) Ulcers found in the course of diabetes. 

(e) Hemopoietic or trophic ulcers. 

The last type is not infrequently found in anemic 
states. There are cases of Hodgkin's disease on 
record that have been accompanied by ulceration of 
the genitalia. There, were no particular signs 
whereby they could be recognized. Their diagnosis 
and treatment largely depend upon the pathologic 
state that underlies them. 

Of vastly greater importance is the following 
heading, which deals with a type that has always 
received the paramount attention of the clinician and 
surgeon. Much has been done in this field and much 
may be expected, if reliance be placed upon investi- 
gations that are being conducted diligently in labora- 
tories abroad and here. This type is the most ma- 
lignant ulceration of the genitalia, viz. : 

8. The Malignant Ulcer or Epithelioma, This is 
an insidious type of ulcer. Although at first simu- 
lating a simple ulceration, its termination is almost 
always fatal. It is not always recognized at a time 



when a radical operation would have done the most 
good. Patients usually come to us late in the course 
of an epithelioma, when the lymphatics are involved, 
or metastasis has taken, or is about to take place. 
Fortunately it is an affection of advanced age; yet 
we find it also during adolescence. The causative 
element, both as to the predisposition and exciting 
cause, has not been clearly established. Various 
theories have been advanced to account for these 
malignant ulcerations, but none of them satisfactor- 
ily explains. Every one is acquainted with the em- 
bryonic theory of Cohnheim, with the irritation the- 
ory, with the late protozoic theory, etc. One posi- 
tive thing remains, that this type of ulceration is 
the most malignant of all. Its favorite location is 
the glans and prepuce. It may start as a benign and 
insignificant looking ulcer, but it soon shows a ten- 
dency to spread in contiguity and depth. It may or 
may not assume a cauliflower appearance ; its edges 
and margins are usually indurated ; its base is pul- 
taceous and necrotic and the odor extremely offens- 
ive and fetid. The inguinal glands in both groins 
soon become indurated and the patient develops the 
cancerous cachexia. There is no other form of ulcer 
that occasions so much pain as an epithelioma. The 
pain and suffering are unbearable and ultimately the 
patients gradually dwindle away and die from mar- 
asmus. 

This recalls to the writer's mind a case of epithe- 
lioma of the penis* in an aged man that had re- 
mained undiagnosed for nine months. The inguinal 
lymphatics were involved, and the entire glans penis 
eroded by a large cauliflower mass. The pain was 
extreme and the cachexia pronounced. The penis 
was removed as close to the peno-scrotal junction as 
was permissible, the mucosa of the urethra everted 
and sutured to the tissue of the penile stump. He 
lived for some time, but eventually developed metas- 
tasis of the internal organs. Early and radical ex- 
tirpation should be practised on all occasions, and 
even this offers very little chance for recovery, for 
recurrences are apt to set in, or else metastases may 
close the scene. 

9. The Tubercular Ulcer and Lupoma. Tuber- 
cular ulcers of the penis are but rarely encountered. 
They may be accompanied or caused by a tubercular 
focus elsewhere. At times they assume a consider- 
able size. One that came under the writer's obser- 
vation was fully the size of a dime. They usually 
assume an indolent aspect. Their favorite location 
is the glans penis. They appear as if excavated; 
their edges are abrupt and as a rule they are pain 
less. An indolent or stationary lymphangitis and 

• Reported in the Columbui Medical Journal, 1900. 
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adenitis is apt to complicate this type of ulcer. It is 
remarkable that the general health is very little af- 
fected by it. Their indolettcy is a marked diagnostic 
feature. They must be differentiated from the ini- 
tial lesion and chancroid. The subjective symptoms 
in chancroid are always more pronounced. The 
tendency toward extension is a marked feature in 
the latter. The initial lesion is apt to be of shorter 
duration, in contra-distinction to the tubercular ul- 
cer, which remains indolent for months or years. 
The tubercle bacillus has been found on microscopic 
examination. Several observers have also encoun- 
tered lupus ulcer on the genitalia. Their identity 
with the tubercular ulcer is the same, and the mode 
of treatment would consequently be identical in 
both cases. 

ID. There is a class of ulcerations that do not 
belong to any of the types and forms enumerated 
above. Their exact causation is unknown ; they can 
merely be termed obscure or atypical ulcerations. 
They are of short duration and excite little atten- 
tion. 

11. Certain dermatoses, such as eczema, lichen, 
psoriasis and ecthyma are apt to give rise to ero- 
sions and ulcerations when appearing on the geni- 
talia. Ecth)rma in particular may induce deep seat- 
ed ulcerations on the dorsum of the penis with 
massive scabbing. Coccigenetic lesions are at times 
found on the genitalia. Though at first appearing 
as furuncular lesions, they frequently undergo cen- 
tral necrosis with subsequent ulcerations of the 
parts involved. Psoriasis has been known to cause 
superficial erosions on the genitals. Blastomycetic 
ulcers have been likewise recorded by observers. 
Vesicular eczema, when irritated or overtreated, 
may produce erosions of the penis and scrotum. 

12. Ulcers resulting from papillomata and other 
forms of vegetation. So-called "venereal warts," so 
common on the genitals, may become ulcerated. The 
latter will nearly always exhibit some vestiges of 
the previous wart. The margin is red and highly 
inflamed, and exceedingly painful. The presence of 
other warts will readily determine the diagnosis. 
It must not be forgotten that ulcerations following 
papillomata in aged people are apt to degenerate 
into malignant ulcers, and a sharp lookout should 
be kept for such contingency. 

13. Ulcers of the penis following or accompanying 
endarteritis obliterans of the extremities require 
only brief mention. Personally the author has never 
seen such a case, but several observers have re- 
corded such instances. They must be extremely 
rare, and, to judge from the course of this affection 
on the extremities, the prognosis is exceedingly 
grave. 



In conclusion the author desires to say that the 
above expose of this very important topic is but a 
fragmentary attempt, at its best ; greater elaboration 
is needed. But he flatters himself with the hope 
of having indicated at least the more salient fea- 
tures concerning the etiology and diagnosis of the 
various ulcerations of the male genitalia. 

32 Adams Avenue, West. 



PANCREATITIS. 

By J. Prescott Grant, M.D., New York. 

Two years ago, while working on the gastroin- 
testinal tract of the dog, especially in making Thiry- 
Vella fistulae to test the absorptive power of the 
various parts of the intestine, I found that opera- 
tions on the duodenum were exceedingly fatal, the 
dog being dead on the third day. The post mortem 
revealed fat-necrosis in the omentum and other 
structures, blood stained fluid in the peritoneum, 
and a soft, swollen pancreas. These findings led us 
to use the greatest care in tying off the pancreas; 
still we continued to lose our dogs and found the 
same post mortem changes. As a last resort I re- 
moved large pieces of the duodenum subperitoneally. 
tying the common duct, the duct of Wirsung and 
the duct of Santorini just as they entered the mus- 
cular coat of the intestine. By thus avoiding all 
direct trauma to the pancreas a marked improve- 
ment took place in our results ; but the experiment 
made a lasting impression of how very susceptible 
the gland is to injury, and of how fatal such injury 
is to the organism. It also stimulated our curiosity 
to know more of the gland and of the part played 
by it in disease of the upper abdomen. 

In regard to the anatomy of the pancreas there 
are three important facts: (1) Its intimate relation 
to other structures, especially the duodenum and 
common bile duct. (2) Its very rich blood supply ; 
being the most active of the digestive glands its 
bloodvessels are large and numerous. (3) The deli- 
cacy of its frame work. Its close relation to other 
structures and the delicacy of its frame work render 
it difficult of manipulation, while its abundant blood- 
supply suggests unusual activity of the secreting 
cells. Physiological and pathological investigation 
has demonstrated this to be the case. 

Without further reference to the normal gland I 
would like to consider briefly the causes and mani- 
festations of inflammatory processes affecting it, as 
well as their prevention and treatment. For con- 
venience of description let us divide the disease into 
three varieties: 
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ACUTE HEMORRHAGIC PANCREATITIS. 

Etiology. — It occurs most commonly in adult life, 
and is more frequent in males than in females. Par- 
turition, alcohol, and gallstones are the most com> 
mon causes. Of these causes I would especially 
like to call your attention to that of gallstones, and 
will cite briefly two cases which came under my 
observation during the past few months, and which 
illustrate two ways by which calculi can and do pro- 
duce pancreatitis. 

The first was that of a young woman who was 
suffering from a severe attack of hepatic colic. On 
opening the abdomen numerous patches of fat ne* 
crosis were at once observed, a small quantity of 
blood stained fluid in the peritoneum, a gallbladder 
full of small stones, and a greatly swollen pancreas 
There were no stones in the common duct nor in 
the ampulla of Vater. This I believe was a case 
of l)rmphatic extension. The gallbladder was aspi- 
rated, drawing oif several ounces of pus, and over 
two hundred gallstones were removed. The gall- 
bladder was drained and patient made an unevent- 
ful recovery. Incidentally I may say that this and 
other cases lead me to believe that the human sub 
jcct will stand pancreatitis better than the dog. 

The second case was that of a young man who 
was suddenly taken ill with all the symptoms of 
acute intestinal obstruction. He gave a history of 
having been operated on for gallstones some months 
previous to the present attack, but none were found 
Before consent for operation could be obtained, and 
less than forty-eight hours from the onset of the 
attack, the patient died. At post mortem a small 
gallstone was found in the papilla, entering the duo- 
denum, and completely blodcing the flow of bile into 
the intestine. Bile was found all along the duct of 
Wirsung; the pancreas was swollen, and there were 
numerous hemorrhages into its substance. 

•This I think was clearly a case of stone passing 
through the common duct into the ampulla of Vater 
and being too large to pass through the papilla into 
the duodenum. It will be remembered that the 
opening at the base of the ampulla is over twice as 
large as the opening into the duodenum. The bile 
being dammed back at this point readily found its 
way along the duct of Wirsung, and it has been 
shown experimentally that normal bile in the pan- 
creatic ducts will produce acute hemorrhagic pan- 
creatitis. 

Symptoms. Acute pancreatitis should be suspect- 
ed when a patient is suddenly seized with acute pain 
in the epigastrium, followed in a short time by vom- 
iting and collapse, and in the course of twenty- four 
hours by a circumscribed swelling in the epigastrium, 



though this last symptom is certainly absent in some 
cases, or the abdominal wall is so rigid that it is 
hard to elicit. Moynihan is inclined to attach im- 
portance to lividity of the skin, suffused face, cold 
and damp body surface, and blue lips. Many cases 
will only be. diagnosed after the abdomen has been 
opened, as the symptoms produced by the disease 
are so similar to those caused by other serious acute 
conditions, e. g., perforating ulcer of the stomach 
or duodenum, acute intestinal obstruction, throm- 
bosis of the superior mesenteric artery, that a pro- 
visional diagnosis only can be made. 

In those cases of acute pancreatitis occurring 
with acute cholangitis I have never observed any 
symptom in itself suggestive of pancreatitis, but as 
a general thing the attack is a severe one. 

When the abdomen is open the diagnosis is read- 
ily made. There is always some blood stained fluid 
in the peritoneum, patches of fat necrosis, and the 
pancreas itself will be soft and swollen. 

SUBACUTE PANCREATITIS. 

There are some cases of pancreatitis where the 
infection is not so severe as that described above and 
where the process may go on to abscess or gangrene. 
The symptoms present here are less urgent than in 
the typically acute cases, but differ only in degree. 

CHRONIC PANCREATITIS. 

While I have cited a case of acute pancreatitis due 
to the lodgment of a gallstone in the duodenal 
papilla, this and a stone in the lower part of the 
common duct are probably the most common causes 
of chronic pancreatitis. There are certainly other 
causes, e. g., pancreatic calculi, typhoid, alcohol, 
duodenal ulcer, tumor pressing on the duct from 
without — any one of these may be responsible for 
a chronic inflammation of the pancreas. My ex- 
perience with the condition, so far as it has been 
confirmed on the operating table, has been confined 
to cases associated with gallstones, with possibly 
one case due to a duodenal ulcer. 

Pathology. — Opie has described two forms of 
chrpnic pancreatitis: (a) Interlobular, in which de- 
posits of fibrous tissue separate the lobules of the 
gland, (b) Interacinar, in which the fibrous tissue 
is found within the lobules. In this condition the 
Islands of Langerhans are also affected and conse- 
quently we have metabolic as well as digestive dis- 
turbances. 

Symptoms. — In the milder grades the symptoms 
are often not sufficiently marked to render a diag- 
nosis possible. The history may be exactly that of 
gallstones, or of biliary infection. Deaver reports 
cases presenting all the characteristics of biliary in- 
termittent fever. Moynihan cites cases where he 
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has found a chronic pancreatitis when he had made 
a diagnosis of duodenal ulcer. 

The following train of symptoms should lead us 
to strongly suspect chronic pancreatitis: (a) A 
sense of fullness in the epigastric region, (b) Pains 
radiating to the left side of the abdomen and chest, 
(c) Pale pultaceous stools, (d) Wasting, more or 
less rapid. Sometimes there is jaundice and some- 
times diabetes. Cammidge's reaction requires a 
very experienced laboratory man, if the results are 
to be taken at all seriously, and even then I believe 
it is of doubtful value. 

treatment. 

Treatment of Acute Pancreatitis, In this condi- 
tion operation will usually be undertaken without a 
positive diagnosis. As soon as the peritoneum is 
opened the condition already described renders the 
diagnosis easy. The pancreas will be found en- 
gorged with blood, soft, and swollen. Expose the 
gland freely by tearing through the gastrohepatic 
omentum, make a number of small incisions into 
the gland, pack them with gauze, and have the end 
of each gauze strip come out through the incision. 
Examine the gallbladder and the ducts. If gall- 
stones are present remove them, unless they are in 
the ampulla of V^ater, in which case it is better to 
drain the gallbladder and remove the stone at an- 
other time, if it does not pass on into the duodenum. 
Then if the patient's condition will permit, make a 
second incision in the costo-vertebral angle, expose 
the posterior surface of the pancreas, make multi- 
ple incisions into the gland here and drain through 
the posterior incision also. 

The results reported by Mikulicz and Moynihan, 
while still showing a high rate of mortality, are 
very much better than when no operation has been 
performed. 

Treatment of Subacute Pancreatitis. — Make an 
incision between the ensiform cartilage and the um- 
bilicus. Usually a deep seated mass can at once 
be felt in the epigastric region. Tear through the 
gastrohepatic omentum, locate the part of the pan- 
creas most involved — ^usually there will be a well 
defined abscess — and carefully protect the perito- 
neum by a double layer of large abdominal cloths. 
Open the abscfcss and wipe away all the pus and 
slough that can be removed ; sometimes large pieces 
of the pancreas will come away, but this according 
to Moynihan interferes neither with the immediate 
recovery of the patient, nor with his metabolism 
later on. Having localized the abscess through the 
anterior incision, some prefer to close the abdomen 
and make a second incision in the costo-vertebral 
angle, and drain through this incision. My experi- 



ence is limited to one case; this was drained from 
the front and the patient made a good recovery. 

Treatment of Chronic Pancreatitis. — This will 
necessarily vary with the cause. Stones in the pan- 
creatic or common duct must be removed, gastric 
or duodenal ulcers treated by excision or gastro- 
enterostomy as may seem best in a given case. 
Drainage of the ducts for a sufficient length of time 
to allow them to free themselves of infection is the 
all important part in the treatment. This, I think, 
can be best accomplished by doing a cholecystotomy. 
This operation drains the ducts to the surface, 
whereas if a cholecystenterostomy is performed the 
gallbladder may be constantly reinfected from the 
intestine, and if in addition to this a lateral anasto- 
mosis is done to lessen the probability of infection, 
the operation is unnecessarily prolonged and the 
possibility of reinfection still exists. 

The only point is to keep the fistula open as long 
as possible. The earlier this treatment is instituted 
the better are the chances for permanent recovery. 
If sclerosis of the liver and pancreas has already 
taken place, the operation, though it may success- 
fully free the ducts of infection, can never cure 
the cirrhosis which has developed in these organs. 



AN OPERATION FOR THE CLOSURE OF 

CLEFT PALATE BY GRADUAL 

PRESSURE.* 

By Bernard F. Shea, D.D.S., Brooklyn, N. Y. 

Oral Surgeon to Cumberland Street Hospital and St. 
Joseph's Asylum. 

True cleft palate is a congenital fissure in the 
roof of the mouth of variable extent. The so-called 
acquired cases differ therefrom in presenting an un- 
equal ragged or incomplete cleft, such as would be 
produced by the destructive ulcerations of syphilis. 

The extent of congenital cleft may vary from the 
slightest manifestation, that of a bifid uvula, to the 
grossest form of conjoined cleft palate and hare- 
lip, in which the fissure involves not only the velum 
palati and hard palate, but penetrates one or 
both sides of the alveolar arch and upper lip, with 
the presence of separate intermaxillary structures. 

This paper, however, will not embrace the sub- 
ject of hare-lip except incidentally. 

It is remarkable, but a fact, nevertheless, that one 
may change the character of a person by correcting 
deformities of the face and jaws and I feel that 
nearly all of these deformities may be corrected 
In my opinion, it is almost a crime to permit these 
patients to go on unrelieved, as is often done, when 

• Read before the annual meetingr ct the Homeopathic So- 
ciety of the State of New York, February 14, 1912. 
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they may have the advantages of modern surgical 
and orthodontic treatment. 

The orthodontists have shown us that the dental 
arch should be perfect and that the development of 
the mouth, the face, the nose, and the associated 
parts depends largely upon the regularity in this 
respect, and when undertaking to close a cleft palate 
by whatever means, we should keep in mind the 
perfect arch. But it is the writer's belief that when 
you come across a patient^ — ^and you do at times — 
who has a regular arch, or as nearly regular as it 
can be in such cases, with the premaxillary bones 
hanging on at the end of the nose and a bilateral 
cleft with a double hare-lip, it may be necessary to 
change the regularity of that arch and depend upon 
the orthodontist to do a little correcting later on; 
provided we have been fortunate enough to do the 
operation, even though we have found it necessary 
to contract the arch so that we may obtain flaps in 
order to keep the tissues in their normal position. 

Lemonier, a French dentist, is credited with hav- 
ing been the first to suggest and successfully oper- 
ate for the closure of fissures of the palate, his 
record having been published in 1776. He succeed- 
ed in closing a fissure in both the hard and soft 
palates by paring the edges of the cleft, approxi- 
mating, and suturing. Eustache, in 1799, recom- 
mended the same procedure. Von Grafe revived 
the operation in 1816, and it was modified by Roux 
in 1819. Warren, of Boston, in 1820, being igno- 
rant of the efforts of the other surgeons, resorted 
successfully to a similar method, and after this time 
the operation became generally known. 

Some of the operations now performed for cleft 
palate, as I understand them, are Langenbeck's, 
Fergusson's, Billroth's, Rotter's, Davis', Colics', T. 
Smith's, Lane's, G. V. I. Brown's and Brophy's. 

The von Langenbeck method consists, first, in 
paring the edges of the cleft ; second, in making an 
incision through the soft tissues covering the hard 
palate, close to the teeth, and lifting these tissues 
from the bone with a suitable periosteotome, slid- 
ing them over the fissure and uniting the periosteal 
surfaces with sutures. 

Fergusson pares the edges of the cleft, then drills 
the bony palate from before backwards at short in- 
tervals, splits it with a chisel, and unites by silver 
wire sutures. 

Billroth does a modified Langenbeck. Rotter 
transplants tissues. Davies-Colles' method is a flap 
operation. T. Smith closes a wide cleft in the 
inner palate by utilizing muco-periosteal flaps from 
the sides of the vomer. 

Lane's method is a flap operation and is per- 
formed as early as possible after birth ; his flaps are 



extensive and leave large surfaces of bare bone, 
which heal very rapidly. It differs from some of 
the other flap operations in that it leaves the flap 
wrong side up, but very wide clefts may be closed 
by his method. 

Brown does a flap operation, keeping the flaps in 
their normal position; that is, he claims that the 
periosteum should always be transferred in its nor- 
mal position. 

Brophy's operation consists of passing silver 
wires, No. 20, through the maxillary bones above 
the level of the palate, and if necessary through the 
nasal septum. He uses two wires, an anterior and 
posterior; these pass through lead plates which are 
moulded to fit the convexity of the buccal surfaces 
of the bones. The wires are drawn tight and twisted 
together over the lead plates until the cleft is com- 
pletely closed, its margins having been scarified. He 
then sutures the soft palate, and in some cases has 
been compelled to use bone crushing forceps to get 
the margins in apposition. 

In a discussion on the treatment of cleft palate, 
at the May meeting of the Royal Society of Medi- 
cine (Edinburgh Medical Journal, September, 1911), 
there developed a sharp conflict of opinion as to 
the age at which to operate, and as to the general 
acceptance of Langenbeck's operation in preference 
to those devised by Lane and Brophy. Lane stated 
that he operated as soon after birth as possible — 
first, in severe cases, to save life, and, second, to 
obtain sufficient air pressure during respiration in 
the naso-pharynx to enable it and the sur- 
rounding bones fully to develop as they do in a 
normal child. He said that ooly a fraction of the 
severe cases survived to come to operation at four 
to six years. The more serious the case, the earlier 
in life it should be operated on. In the first few 
days of life these babies were at their best. Many 
clefts could only be closed early, as later the en- 
croachment of the teeth on the gums deprived the 
flap of about two-thirds of its breadth. The mor- 
tality of 5.9 per cent, with his "turn-over flap" oper- 
ation was surprisingly small, considering the des- 
perate state of many of the children on admission. 

The strongest opponents of early operation were 
John Ulrich, of Copenhagen, and James Berry. The 
former stated that he had found it more difficult to 
obtain healing at the age of two or under, and in 
future he would prefer to postpone operation until 
the age of three years. Berry said he considered 
early operation the very reverse of life-saving. If 
emaciated children with a wide cleft were properly 
nursed by a mother or nurse, he did not find that 
many of them died. The period of choice for surgi- 
cal intervention in the difficult cases was at two 
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years, but there were many children with narrow 
clefts which could be advantageously operated on 
even in the first year of life. In his series of 144 
no death had occurred. Several of the speakers 
pointed to the absence of statistics showing that the 
mortality in children with cleft palate not operated 
on was greater than in ordinary children of the 
same class. 

The chief criticisms directed against Lane's 
"turn-over flap" operation were: That the pro- 
cedure was dangerous in young infants; that the 



severe cases operation was followed by poor power 
of speaking and in some the palate had required 
to be again split to apply prosthesis. On the other 
hand, many adults with a wide cleft spoke very 
well, almost excellently, with a properly fitting pros- 
thesis. Out of fifty-six cases, he thought that ten 
would have done as well without any operation. 

Sixty patients were shown at the meeting and the 
consensus of opinion was that the results as re- 
gards speech were very disappointing. G. E. 
Waugh dwelt particularly on this aspect. He said 



Fia. 1. ComprMsion bar, gaskets and nuts, silver plates. 



soft palate tended to become thin and cicatricial and 
the power of articulation poor; that the palate might 
be too stiff; that there was much scar tissue, the 
palate was crooked, and when children spoke there 
was a drawing up of one side; that atrophy of the 
flap occasionally occurred, sometimes so extensively 
that further intervention was impossible. 

Brophy's operation was condemned for its se- 
verity by Ulrich and Berry. Ulrich also said that 
after Lane's and Brophy's operations the teeth were 
often almost ruined. 

The question of prosthesis treatment in wide 
clefts was discussed by Ulrich. In most of the 



that only one of the patients shown did not betray 
by his speech that he had been the victim of deft 
palate. It did not matter whether the operation 
was done in infancy or slightly later, or whether 
the original defect was slight or grave. Even if 
the structure and mobility of the palate were per- 
fect, the child might speak as if it had no roof to 
its mouth and no mobile palate. In all probability 
there were two lesions to consider, one in the func- 
tion of the speech centers, and one in the structure 
of the palate, and they were associated but not 
interdependent. Surgeons could claim no more 
than that operation would allow of breathing 
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through the normal passages, and of swallowing in 
a fairly normal manner. 

The operation which the writer desires to submit 
is original to the best of his knowledge, and in his 
opinion may be used any time during the first year, 
though preferably during the first six months. Un- 
doubtedly it is wise surgery to operate early on 
suitable cases for the following reasons : 

1. There is less nervous shock. 

2. The bones are softer. 

3. The muscles of the palate are given an op- 



should be performed before the closure of the hare- 
lip, for the reason that the presence of the latter 
gives more room in which to work, and the reduc- 
tion of the premaxillary bones to their normal po- 
sition affords us a better opportunity of producing 
expression when closing the fissure or fissures in 
the lip. 

It is well before operating to see that the pa- 
tient's general health is good and that no local con- 
ditions exist which might interfere with the repair. 
If adenoids are present they should be removed. 



Fig. 2. CompreBsion bar in position. 



portunity to develop instead of atrophy. It facili- 
tates feeding, breathing and phonation. In fact, 
the general vigor of the patient demands early in- 
tervention. 

Lane has shown how imperfect oxygenation and 
consequent infection of the nasal and pharyngeal 
respiratory apparatus result from obstructions in 
and malformations of the nasal canals, with conse- 
quent deterioration of health. 

It is said that Brophy has operated on over 200 
cases of cleft palate in babies younger than six 
months without a single death, yet the procedure is 
not without risk. The operation on the cleft palate 



For a few days prior to operation it is well to 
cleanse the mouth and nasal fossae, with a mild anti- 
septic solution. 

It is the writer's custom to select a specialist in 
anesthesia, and when possible have him take charge 
prior to operation and select the anesthetic and 
method which, in his judgment, is best suited to 
the case. A thorough understanding between anes- 
thetist and surgeon facilitates operation. 

The patient is anesthetized and placed in the 
Trendelenburg position. A stout thread is passed 
through the end of the tongue as a traction suture. 
A bone needle is threaded with strong silk, the 
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cheek raised, and the needle passed through the 
superior maxilla from without inwards, at a point 
just under the malar process, and high enough to 
be above the palate. When the needle appears in the 
cleft the thread which it carries is picked up with 
a hemostat or hook and the needle then withdrawn. 
Through a corresponding part of the opposite bone 
a loop of thread is passed in the same manner. 
This second loop of thread is tied to the first and 
the latter pulled out, carrying with it the former. 

We now have a loop of thread passing through 
both superior maxillary bones above the palate and 
when necessary through the nasal septum. This 
thread is for the purpose of drawing the free end 
of the compression bar through the bones, which 
we now do. This bar is made of gold and platinum 
wire of about 18 gauge, threaded from both ends 
towards the center. The length of bar is approxi- 
mated to the case. 

The bar is held in position while lead gaskets, 
silver plates and nuts are adjusted, the plates and 
gaskets being trimmed to fit the convexity of the 
buccal surfaces of the bones. The nuts are now 
screwed on the ends of the bar outside the plates 
with a small wrench until a slight degree of pressure 
exists. The surplus ends of the bar are snipped off 
whenever they protrude sufficiently to interfere with 
the tissues on the inner side of the cheek. If we 
are afraid of any irritation or laceration from 
this cause we may mould gutta-percha over these 
ends. 

The nuts are turned up a little each day or two 
so that there will be slight but gradual pressure. 
In doing so it may be necessary to take up more 
on one side than on the other so as to preserve as 
near as possible the median line. 

On the anterior end of the silver plates I have 
soldered two small hooks for the purpose of re- 
ducing the premaxillary bones when they are in- 
volved. This is done by pressing a rubber band 
through a small ring which has been soldered to 
a piece of silver suitably formed to fit the convexity 
of the premaxillary bones, and the free ends of the 
rubber band are attached or slipped over the hooks 
on the anterior portion of the buccal silver plates. 
I depend upon the pressure from the elastic band 
to gradually reduce the premaxillary bones. It is 
very often necessary to cut a "V" from the vomer 
in order to get the premaxillary bones in position. 

This is all that is done at the first operation, and 
will occupy about one-half hour. 

The length of time required to bring the margins 
of the cleft in close enough apposition for scarify- 
ing and suturing will depend upon the age of the 



child and the amount of resistance offered by the 
osseous tissue — approximately two weeks. 

The nuts used on the compression bar are of gold 
made with a fair sized flange for the purpose of 
pressure distribution. When we have the margins 
sufficiently close to scarify and suture, the patient 
is again anesthetized and the closure of the cleft is 
completed, leavhig in position the compression bar 
to relieve tension until we have union. 

Special attention should be given to the nasal 
fossae so that there will be no crowding of parts. 
This method of gradually closing the cleft palate 
gives the operator a chance to decide by observation 
or measurement the amount of nasal stenosis likely 
to be caused, and if he sees that by complete closure 
of the cleft he is crowding the nasal fossae, he may 
stop at that point and do a Brown, Langenbeck, 
Lane, or any of the flap operations. It will take at 
least three operations to complete the treatment by 
this method. 

The compression bar is flexible, and an anesthetic 
is not required to remove it. 

Do not close the hare-lip until the palate is com- 
pletely closed and the patient has recovered. 

After-treatment : — Absolute cleanliness of the 
parts involved, the use of stimulants, if necessary, 
and feeding with a spoon. 

324 Stuyvesant Avenue. 

RADICAL TREATMENT OF TUBERCU- 
LAR ENTERITIS, WITH REPORT 
OF A CASE. 

By George S. Foster, M.D., Manchester, N. H. 

Pathologist and Bacteriologist to Hospital Notre Dame de 
Lourdes. 

Tubercular enteritis is a disease demanding sur- 
gical interference rather than strict medical treat- 
ment. The writer realizes that this is a broad state- 
ment to make at this time, yet it is one which will 
be proven in the near future. 

The medical man has at his command tuberculin 
in its various forms, one or two of the later mer- 
curial salts administered by mouth or hypodermical- 
ly, the bacillus Bulgaricus, proper diet, hygiene and 
rest. All these must be accepted as very essential 
adjuvants. He must, however, go further and must 
co-operate with the surgeon before it can be said 
that everything possible has been done for the pa- 
tient in question. 

The day is now at hand when medical and sur- 
gical practitioners should co-operate if selected 
cases are to be given the benefit of the doubt. All 
cases of question demand this benefit if the work 
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is to be of the highest standard. We must be char- 
itable in all of our actions and consider life valu- 
able beyond renumeration. 

Physiologically the alimentary canal is exceeding- 
ly active. In the small intestine we have the peris- 
taltic wave running progressively from the pylorus 
to the ileocecal valve. At the same time there are 
present the rhythmical circular contractions at iso- 
lated points where large masses of food have gath- 
ered while being digested. In the first part of the 
large bowel there is the peristaltic wave, which at 
times reverses itself. From the splenic flexure to 
the sigmoid this wave is always progressive, never 
retrogressive. Food undergoes most profound 
changes in the intestines, and here the products of 
digestion are mainly absorbed. The greater part of 
this digestive process is completed by the time the 
ileocecal valve is reached. Three juices, namely, 
the pancreatic juice, bile and succus entericus, are 
poured in large amounts into the small intestines. 

All this cannot be said of the large intestine, as 
we are here dealing with another medium. Large 
amounts of mucus are secreted in the colon, but no 
distinctive enzyme. The contents are alkaline in 
reaction, thus being favorable for the growth of 
bacteria. These multiply very rapidly, and as large 
quantities of water are absorbed into the lymphatics 
and blood stream great numbers of organisms nec- 
essarily follow along. 

Histologically the mucous membrane of the small 
intestine is characterized by the presence of villi 
resting upon distinct folds. These villi vary in 
shape and size, being columnar in the jejunum and 
club-shaped in the ileum. They are paved with 
cells of a high columnar variety, with their free sur- 
faces covered by wide, striated, cuticular borders. 

When the cecum is reached the villi disappear, 
while the honeycomb folds remain. Solitary lymph 
follicles appear, obliterating many of the glands of 
Lieberkiihn. At the anus the mucous membrane of 
the rectum forms a narrow ring devoid of glands, 
-covered by stratified pavement epithelium, and ter- 
minating in the skin in an irregular line. 

Pathologically we have, first, as the result of the 
development of the tubercle bacilli, a tissue-degen- 
eration in which the cells, as well as the connective- 
tissue ground substance, over a larger or smaller 
area are destroyed. To this degenerative process 
there is added, on the one hand, an inflammatory 
exudation — ^that is, emigration of leucocytes — and, 
on the other, a proliferation of the tissue-cells re- 
maining intact within the affected area. This leads 
to the formation of epithelioid cells, giant cells and 
lymphoid cells, which go to make up a tubercle. 



Thus this formation progresses, the tubercles at first 
being discrete, but always tending to become con- 
fluent. 

Few if any of these cases of intestinal tubercu- 
losis have this site as the primary source. By far 
the greater majority are in the incipient stage of 
pulmonary phthisis, the apex of the upper lobe of 
the left lung seeming to be most frequently the 
starting point. By metastasis the infection spreads 
to some other part and begins development anew. 
Occasionally the disease may be primary in the in- 
testine, with the blood stream as the transmitting 
medium. 

The large intestine being the sewerage outlet very 
often naturally fortifies itself the least. Where 
there is a grouping of innumerable varieties of det- 
rimental organisms, for a short time at least, there 
must be a lowering of resistance of the parts in- 
volved. This lowering is sooner or later followed 
by an increased strengthening, yet the intestinal 
field is so fertile for the rapid growth of bacteria 
that these multiply in a ratio to the increase of re- 
sistance, if not many times more. 

With such a fertile soil to deal with it would 
seem the most feasible plan to reduce the cultivative 
power of the intestinal contents, more especially of 
the large bowel. MetchnikofI has shown us that 
much more harmful material is absorbed from the 
large intestine than from any other part of the ali- 
mentary tract. This great man has demonstrated 
that a high degree of fermentation and putrefaction 
is always present in the same portion of our bodies. 
Metchnikoff goes further and says that we could 
live longer if part of the colon was removed, there- 
by diminishing the capacity of this waste basket. 

The tubercle bacillus seems to be particularly 
fond of lung tissue, yet we know it cannot be pro- 
gressive in this part unless by improper methods of 
living the alveolar cells are degenerated and the pul- 
monary circulation reduced. If the alveolar cells 
are freely supplied with fresh air, the general cir- 
culation kept in good order, and a proper environ- 
ment enjoyed, the onslaught of this dread organism 
can be retarded. 

If such circumstances will apply to lung tissue, 
why will not the same methods improve the intes- 
tine? It is to answer this question that I report a 
case. 

The Mayos have most ably demonstrated that 
tubercular peritonitis comes from one or a combi- 
nation of three sources, namely, the oviducts, ap- 
pendix, or cecum. Since the last two named are 
in the majority, we can easily concentrate our 
thoughts upon the intestinal tract. 
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Conceding that the Mayos are right in their state- 
ment, we can surely prevent the spread of a tuber- 
cular lesion in the appendix or cecum by removing 
the former and administering local treatment to the 
latter. "Clean out, clean up and keep clean," is an 
old adage which most strongly applies to this con- 
dition. 

Only a few of the technical principles will be 
covered in this paper, as generalities are the fre- 
quent reading of all surgeons. 

TECHNIC. 

The main idea in operating upon a case of tuber- 
cular enteritis is to make a false anus in the right 
inguinal region opposite the ileocecal angle. The 
incision is of the muscle-splitting variety. The peri- 
toneum should be carefully examined. After open- 
ing the peritoneal cavity, the lower half of the ileum 
should be drawn out and carefully examined to de- 
tect any free fluid that may be present; next, the 
first half of the cecum, together with the appendix, 
should be inspected. Any studding of these parts 
with "sago grain" granulations, tending to become 
confluent and so characteristic of tubercular infec- 
tion, should be looked for. If any of these are 
noted, of course the peritoneum has become in- 
volved. 




Fio. 1 . Diagram to show proper position for the Incision in the 
ileum. A, Cecum. B, Ileum. C, Appendix. D, E, Incision in ileum. 

As to the appendix, we will invariably find the 
ischemic, segmentally constricted variety, described 
in the April (1909) issue of the Bulletin. The in- 
flammation of the appendix, being of middle age, 
would be of the type sometimes, though wrongly, 
termed sub-acute. 

The appendix should be removed at this time 
Before amputating, the base should be crushed and 
tied with a fine catgut ligature. Just above this 



ligature the lumen should again be shut oS with 
the crusher and the appendix separated from its 
base by cutting between these two points. If ex- 
trinsic parts are protected by moist, flat sponges, no 
soiling will occur. The sponge should then be re- 
moved and the stump inverted and closed in by a 
Connell suture. It is also important to fortify all 
points by taking a purse-string suture outside of all 
this. Good toilet during the appendectomy is of 
the utmost importance. 




Fio. 8. Diagram to illustrate direction of skin incision and bow 
the ileum should be brought out through the same. A, Oecum. 
B, Ileum. C. D« Skin Incision E, S*, Antero superior iliac splues. 
F. Stump of appendix before inyersion. G, Umb'licus. Arrows 
indicate direction In wh ch the sterile water wiU'go while Irrifating. 
By this method It Is seen how easily the bowel contents wul pass 
1- to the oecum after the false opening Is doeed, lear ng no otastnic 
tion. While the false passage is open, the bowel ooutaots come 
out at the point of leas resistance, namely, the false anus. 

Following the appendectomy, the lower two 
inches of the ileum should be drawn out through 
the incision and turned upon its axis, so that that 
portion nearest the ileocecal angle will come at the 
upper angle of the incision, leaving the free part of 
the ileum to drop to its lower end. The remainder 
of the technic is carried out according to Cripp's 
method. 

The most important technical step is to see that 
the ileum is properly placed in relation to the di- 
rection of the incision. This is so for three reasons: 

First, because irrigation of the small intestine can 
be done without disturbing the large bowel or mix- 
ing its contents with the small bowel. 

Second, because the large intestine can be thor- 
oughly cleansed by rectal enemata, allowing any 
overflow to come out through the false opening 
without entering the small bowel. 
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Third, because when the proper time arrives to 
close up the false anus, the bowel contents will 
pass by the ileocecal angle without demanding in- 
creased peristalsis in the ileum or massing of its 
contents. 

For two days following the operation the intes- 
tinal tract is left undisturbed, merely changing the 
wound dressing frequently enough to keep the part 
clean. The surrounding skin is gently bathed in a 
1-3000 bichloride solution and protected by sterile 
vaseline. Ochsner's method of postoperative care is 
followed with some modifications. 

At the end of forty-eight hours irrigation is be- 
gun. Two rectal enemas, each consisting of two 
quarts of stierile water, temperature 110 degrees F., 
arc given daily, one in the morning and the other 
in the evening. By these enemas the colon is 
cleaned out thoroughly, the water escaping by both 
the false and the true anus. Once daily the small 
intestine is carefully washed out through the false 
opening, using plenty of warm, sterile water. A 
short glass pipet is employed for the latter irriga- 
tion, and the water is allowed to run in and out 
rather freely. 

At the end of four days, predigested liquids are 
given and the diet gradually strengthened in the 
usual way. Head rest, chair and blanket, clothes 
and "up and about," are ordered at the same inter- 
vals as for the usual laparotomy. 

CASE REPORT. 

Miss C, American, aged twenty-one years, no 
special vocation. 

Family History: An own aunt died of pulmon- 
ary tuberculosis; father died of "complication of 
diseases;" mother, brothers and sisters well and 
strong. 

Past History: As a child she was always con- 
sidered well and strong. Usual children's diseases. 

Present Illness: Five months ago she began to 
lose strength and weight. The loss of strength had 
been more marked during the past month, while 
alternating diarrhea and constipation had been 
very noticeable. At irregular intermissions of from 
one to three days she would have "peculiar nervous 
spells," during which she was apparently oblivious 
of all that transpired and did not recognize her 
family. These spells would last from a few mo- 
ments to an hour or so. While in this condition 
she would roll her eyes and occasionally groan. 
She slept poorly. Appetite was poor. Micturition 
normal. Patient did not cough, but had attacks of 
dyspnea and a feeling of suffocation. Off and on 
there had been some abdominal pains, sometimes 
dull in character and at other times sharp and 



lancinating, but not radiating. This pain seemed 
to be more pronounced in the right pelvic fossa, 
but was not aggravated by the menses. Menstrua- 
tion was regular, somewhat painful, with the flow 
scanty and pale in color. 

I was first called to see this patient at 1 a. m., 
September 8, 1909. I found her in a semi-comatose 
state, with respirations deep and labored. The skin 
was of good color, the cheeks flushed, but the hands 
and feet cold. 

Physical Examination: The patient was poorly 
nourished, but fairly well developed. The fore- 
head was knitted in a frown and the features some- 
what pinched. Eyes, ears, nose and throat nega- 
tive. Lungs: respiratory excursion equal on both 
sides; no dullness on percussion; auscultation re- 
vealed fine crepitant rales at the apex of the left 
lung. Heart : negative. Abdomen flat and flaccid ; 
deep pressure at McBumey's point and into the 
right pelvic fossa would cause the patient to flex her 
thighs upon her trunk, at the same time uttering a 
low groan. T)rmpany was not increased. Liver, 
spleen and kidneys not felt and apparently no in- 
crease in hepatic dullness. Reflexes, normal. No 
enlarged glands or ascites. Axillary temperature 
normal. 

I left a placebo to be administered at regular in- 
tervals, and instructed the members of the house- 
hold to give half an ounce of brandy in hot water 
every three hours, letting it run down the throat 
very slowly by using a medicine dropper. Hot fo- 
mentations were applied to the abdomen. A brief 
explanation of the probable trouble was volunteered 
with qualifications. They were told to save a speci- 
men of urine. 

The following day I again made a visit and found 
the patient conscious and talkative. Examination 
at this time revealed nothing additional. Examina- 
tion of the urine was negative. An operation was 
advised, and consent having been given the patient 
was removed to the Notre Dame Hospital. On 
September 11, 1909, I performed the operation de- 
scribed above. During convalescence such stimu- 
lants as strychnin, arsenous acid and ferrous car- 
bonate were given in addition to hygiene, diet, etc. 
The patient left the hospital in four weeks much 
improved, going to the country for a time. In- 
structions were given as to care of false anus and 
proper mode of living. During the next two weeks 
I visited her once and found her general condition 
rapidly improving. 

On October 29, 1909, she again entered the Notre 
Dame Hospital and I closed the false opening. 
Recovery was uneventful, except for a slight break- 
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ing down of the wound on the eighth day. This 
was kept clean, and with the aid of sterile balsam 
of Peru it granulated over, leaving a firm cicatrix. 
She left the hospital November 19, 1909, again go- 
ing to the country to take the fresh air course. At 
this time she was gaining very rapidly in strength 
and weight. No nervous symptoms have been pres- 
ent since the first week following the first opera- 
tion. Her general appearance and disposition have 
greatly improved, with every indication for a com- 
plete return to robust health. It might be men- 
tioned in passing that a pathological section of the 
appendix confirmed tubercular involvement. 
resume. 

In making the muscle-splitting incision at the pri- 
mary operation care should be exercised to have 
the opening long enough to prevent any extreme 
muscular contraction, thus retarding the emptying 
of the small bowel. 

Many minor routine points of importance during 
the post-operative treatment have purposely been 
omitted because of the fact that each case should 
be a law unto itself in this regard. 

The writer realizes that any amount of experi- 
ence gained from a single case would not justify 
too broad a statement in any direction. At the 
same time the results herein shown must of neces- 
sity warrant due consideration and careful thought 
in all similar cases by those interested in the higher, 
helpful motives of surgery. 

967 Elm Street. 

ULCERS OF THE LEG. 
A Successful Line of Treatment. 

By Julius T. Rose, M.D., Brooklyn, N. Y. 

In discussing the old subject of ulcer of the leg 
no attempt will be made to cover it exhaustively 
or very scientifically, nor to refer to an extensive 
bibliography, but rather to view this condition prac- 
tically with especial regard to its successful treat- 
ment. 

Let us consider as an ulcer of the leg any area 
of the tissues of the leg which is or ought to be 
granulating. It may be caused by trauma, varicose 
veins, burns, by operation, or by necrosis following 
infection from within or from without, specific or 
non-specific, acute or chronic. 

The diagnosis of such an ulcer is easy, but the 
recognition of its cause is much harder. One should 
always bear in mind the possibility of its being tu- 
bercular, syphilitic or malignant, especially if it 
tends to chronicity. Any one or more of these 
causes may be present with disease of the bone. In 



this class of cases have a Wassermann test made, 
or a section cut out under cocain and examined 
under the miscroscope, or both, and much knowl- 
edge will be gained as to the cause and the proper 
line of treatment. It should be remembered that 
syphilitic ulcers have been declared malignant by 
the microscopist ; so try a Wassermann reaction, 
give salvarsan, mercury and potassium iodide be- 
fore resorting to amputation. 

But it is the ordinary simple ulcer that you arc 
especially interested in, the one seen so frequently 
on the lower half of the leg. It may be associated 
with varicose veins, lymphatic obstruction, or bone 
disease, any one, two or three of them, or none of 
them. The leg may be fat or thin, muscular and 
firm, or weak and flabby, long or short, shaped like 
an Indian club or like a fence rail, but there the 
ulcer is, usually on the antero-lateral surface of the 
lower half of the limb, most frequently on the in- 
ner side. It may be large or small, superficial or 
deep, foul and sloughing or clean and red, painful 
or not. Usually pain is in inverse ratio to its size, 
especially when situated near the ankle. You have 
all seen them, lots of them. What causes them? 

The most frequent cause is interference with the 
return flow of blood in the veins. Usually varicose 
veins are present, but it is a strange fact that some 
patients with very large and dilated veins have no 
ulcers, while others with small varicose veins or 
none at all seemingly present extensive ulceration. 
This varicose condition is brought about by the ac- 
tion of gravity, especially in those who stand still a 
great deal, thus losing the alternate contracting and 
relaxing action of the muscles in walking which 
presses the column of blood onward. The internal 
saphenous vein which is the one mainly at fault 
has only two to six valves throughout its entire 
length, and when dilatation begins to take place 
these soon become incompetent and the circulation 
in both trunk and branches receives a very serious 
setback. 

Other causes of obstruction and varicosity are 
pregnancy, the pressure of abdominal tumors, though 
in some cases of very large tumors the veins are 
not affected and in pregnancy they are often in- 
volved before the uterus is large enough to cause 
any pressure, diseases of the heart, especially valvu • 
lar lesions, periostitis, operations on the leg or in- 
cisions for more or less extensive cellulitis of the 
lower extremity, and the constricting effects of scar 
tissue from whatever cause. Varicose veins are 
liable to traumatic rupture, periphlebitis, phlebitis 
thrombosis, or suppurative thrombo-phlebitis, and 
these conditions mav be forerunners of ulcer. 
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Almost as important in the causation of ulcers of 
the leg and always associated with obstruction to 
venous flow is interference with the lymphatics. 
The lymphatic is a direct outgrowth of the venous 
system, but while the superficial veins have many 
anastomosing branches with the deep ones, the lym- 
phatics of the skin and subcutaneous tissue of the 
foot and leg extend to the groin without communi- 
cating with those deeper down, excepting those ac- 
companying the external saphenous vein. Thus 
extensive removal of inguinal glands, or incisions 
for cellulitis along the thigh or leg, especially cross 
incisions, cause lymphatic edema and an unhealthy 
state of the tissues, oftentimes resulting in ulcera- 
tion. So venous and lymphatic obstruction produces 
edema of the leg. The tissue spaces are dilated, the 
connective tissue fibrillae are separated, and the cells 
degenerate and contain vacuoles. The nutrition of 
the skin is markedly interfered with and its re 
sistance to infection altered. The increased amount 
of lymph in the tissues may partake of the nature 
of a transudate, the edema of stagnation, or, as is 
usual in these cases, there is a more or less active 
inflammation with the production of new connec- 
tive tissue, causing a hard edema which does not 
pit on pressure, while the skin is markedly red- 
dened and thickened. Thus is the leg prepared for 
the formation of ulcer. All that is needed is the 
match to start the conflagration. Eczema usually 
is present with severe itching, often leading to 
scratching, abrasion, infection, cellulitis, necrosis 
and ulceration. 

Ulcers can originate in various other ways, but in 
almost all cases result directly or indirectly from the 
impairment of the venous or lymphatic circulation. 

Prevention is better than a cure in cases of ulcers 
of the leg. Aside from those which are produced 
by trauma, with or without complicating circulatory 
disturbances, it is possible to prevent their forma- 
tion if proper treatment is instituted at the first 
sign of trouble. As faulty circulation is concerned 
in their causation, we must look to it in applying 
treatment, and especially to the local circulation 
We should attempt to remove the causes of obstruc- 
tion by operation or otherwise where possible. 
Give tonics for the blood, nerves and muscles 
Build up the general health with proper food, plen- 
ty of fresh air, exercise, and a fair amount of rest 
in bed. though the local treatment is the most im- 
portant. 

If the ulcer and surrounding tissues are inflamed, 
reddened, throbbing, and painful, apply dressings 
wet with red wash, solution of aluminum acetate, 
lysol or creoHn, and direct the patient to soak foot 



and leg every three hours for fifteen minutes in 
warm water as hot as can be borne, and then a 
little hotter. Do this for twenty-four to forty- 
eight hours until the infection is controlled. After 
being soaked the leg is to be kept elevated and sur> 
rounded with abundant wet dressings. This will 
restore the ulcer to the general type. It required 
a special course of treatment, and having received 
this, it will probably present like many others a dry 
sloughing base and thick, indurated edges, with foul 
discharge, or it may have none of these character- 
istics, but rather be covered with fine red granula- 
tions, fairly firm, or with small or large, easily 
bleeding granulations. Whether there are granu- 
lations or not, if the base is dry, foul or sloughing, 
without active inflammation, shake over the ulcer a 
copious layer of powdered naphtholin and drop on 
this a small piece of diachylon ointment, and then 
do the most important thing of all. Strap the leg 
with adhesive plaster, zinc oxide plaster being the 
best for this purpose. Strapping the leg will cure 
any of these ulcers alone, but stimulants, astrin- 
gents and other measures aid to some extent, though 
relatively little. 

If the ulcer is large much time may be saved and 
a better resiilt obtained by placing a skin graft over 
the granulations when they are in proper condition, 
and strapping as before. These grafts may be re- 
moved with a sharp razor from the upper part of 
the leg without giving an anesthetic, as the pain is 
not excessive.* If the base of the ulcer is made up 
of scar tissue it should be excised in severe intract- 
able cases. Cross hatching the edges and base with 
a scalpel is generally sufiicient. The astringent ef 
feet of naphtholin is sufficient after the strapping 
to prevent any exuberance of granulations. When 
the new granulations are level or nearly so to the 
surrounding skin, use boric acid ointment. 

Now, how to strap the leg. Everyone will prob- 
ably work out a method somewhat different from 
that of any one else. You will in time learn to 
estimate the probable amount of tension to put on 
the straps, and be able to apply this uniformly to 
each in succession, and to judge how much tension 
should be employed in different cases; also to lay 
the strap flat on the skin which means changing the 
slant to correspond to the shape of the leg as you 
work upward from heel to knee. You will notice 
that if you use wide straps it is much harder to 
place them flat; in general, therefore, they should 
not be wider than one and a half inches, although 
about the ankle and heel you may need them nar- 
rower. The straps should vary in length, but should 

*~Foc fuller directions on skin grrafting without* anesthesia, 
sec author's article in Medical Record, November 16, 1907. 
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be long enough to go around once and a half, and 
each should overlap the next lower one, one-third 
or more. This varies according to the portion of 
the leg to be strapped. 

The foot should be held at right angles to tht 
leg while strapping the ankle. Different legs re 
quire a different degree of tension of the strap. In 
general, the larger the leg and the more edematous 
it IS, the greater the tension. No bandage is needed 
to cover this plaster casing of the leg. The dressing 
may be left on from two to thirty days according 
to the amount of tension used, the degree of pain 
present, the reaction of the skin to the plaster, and 
especially tne reduction in S4ze of the edematous 
leg. It may be removed from below upward with 
bandage scissors, being careful to keep the blades 
at right angles to the skin when cutting. 

This adhesive plaster dressing supports and even 
ly compresses both veins and lymphatics, hinders 
the development of edema from the very first ap- 
plication and later entirely prevents it, aids the ac 
tion of the muscles by forcing onward and upward 
the current of blood and lymph, drives a large 
amount of blood into the deeper veins, which, be- 
ing usually less dilated, have competent valves, and 
promotes the flow of lymph in the tissues. Thus 
the affected structures begin to improve in nutrition 
and function at once following its application, and 
the elastic tissue in the skin and vessels tends to 
regain its normal tone. The ulcer starts to heal 
sloughs separate, granulations form rapidly and fill 
up the base, epithelium begins to move out from the 
skin edges, and in a longer or shorter time the 
process of repair is complete. In severe cases, how 
ever, the dressing will need to be kept up some time 
after healing has taken place. Later elastic stock- 
ings or stockinette bandages may be advisable, 
but in my cases all kinds of pressure dressings can 
be discarded. Should the leg become painful, ten 
der, or edematous, support should at once be given, 
thus preventing the formation of another ulcer. 

Case I. A. McN., aged sixty-five years, came to 
the Brooklyn Hospital Dispensary in September, 
1909. His right leg was nearly twice its normal 
size. He was sent to the hospital October 2nd and 
returned to the dispensary October 14th. About 
three-fourths of the lower half of the leg was ul 
cerated ; there was a very foul discharge. Adhesive 
straps were applied October 14th, 16th, 18th and 
21st. Three large areas were skin grafted October 
23rd, the grafts being taken from the upper portion 
of the leg without resort to anesthesia. Three days 
later the dressing was removed. The skin grafts 
had all taken, and three other areas were grafted 



The adhesive strapping was not used in this case 
to cover the skin grafts, but the dressing was briefly 
as follows: 

The grafts were covered with silver leaf, and silk 
protective tissue in one-half inch strips was laid in 
a lattice work over this. Then two or three thick- 
nesses of gauze moistened in salt solution and a 
gauze bandage also wet in this solution were ap- 
plied firmly over the leg from ankle to knee. This 
when dry gave considerable support to the circula- 
tion of the leg and held the grafts in position. A 
considerable quantity of fluffy gauze was placed all 
about the leg over this dressing and an outer ban- 
dage was applied loosely to hold it in place. 

November 6th, adhesive plaster was again resort- 
ed to and thereafter continued at increasing inter- 
vals. One small ulcer remained unhealed at the 
end of two months. This probably had consider- 
able scar tissue in its base, and would have healed 
very quickly if this had been excised, but it finally 
closed up after the use of the strapping. There 
had been a history of ulcer extending over more 
than twenty years. 

Case 2. K., aged twenty-four, several years ago 
burned his leg severely. Very little skin was to be 
found on the lower half of his leg. In the latter 
part of 1909 he came to the Brooklyn Hospital Dis- 
pensary for treatment. The leg was infected, pain- 
ful, throbbing. Temperature 103. He was sent in- 
to the hospital. The leg was opened up very ex- 
tensively in order to obtain good drainage and a 
larger granulating area later for skin grafting. The 
drainage was a success, but it seemed impossible to 
stimulate granulations, even after he had been kept 
in bed for a long period and received the best of 
treatment. 

After three months in the hospital he returned 
to the dispensary. His leg had not been strapped 
and it needed it. Over one-half of the lower part 
of the leg was bare of skin. The floor of the ul- 
ceration looked yellowish-white like fascia; there 
seemed to be no attempt at healing; no granulations 
at all. There was a very copious discharge ;, the leg, 
ankle and foot were edematous. Two formerly 
ulcerated areas, which had been healed by grafting 
in the hospital in the latter part of 1905, extended 
down into the ulceration and were nearly sur- 
rounded thereby. The fact that these areas did not 
break down is of the greatest interest; the ulcera- 
tion stopped short at their edges. 

He was strapped every other day in the manner 
I have described, from ankle to knee. Diachylon 
ointment was used plentifully. This would melt 
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and mix with the copious secretions, so that a cup- 
ful of this mixture would run out when the dressing 
was removed. Granulations began to show them- 
selves after the first dressing. Fifty per cent, solu- 
tion of argyrol was used at times to paint over the 
granulations when they appeared. It required three 
weeks to obtain a decent area of granulation. Boric 
acid ointment was then used under the strapping, 
and at the next dressing an area the size of two 
silver dollars, irregular in shape, was grafted and 
silver leaf applied. Then straps were applied as 
before. Two days later the grafts were found 
healthy and vigorous. This method was continued 
until after three months' time his leg was entirely 
healed. 

Cases of all kinds could be reported. One was 
that of a jolly, young colored man with ulcerations 
on one of his legs like a dry trunk and no varicose 
veins. He weighs three hundred and sixty pounds. 
He has been strapped continually, with as great ten- 
sion as could be applied, for one year. His ulcers 
have entirely healed, but he still needs the strapping 
which is used now from four to eight weeks at a 
time. 

Another patient is an old lady, pale, soft and flab- 
by, with varicose veins of a moderate degree, who 
has a small painful ulcer just below and behind the 
internal malleolus. This ulcer is rapidly healing 
under the use of strapping which has to be applied 
gently, evenly, and with only slight tension, from 
ankle to knee. To strap just about the ankle would 
not support the circulation of the leg, and hence 
would fail to heal the ulcer. 

Another case is that of a middle-aged man, ap- 
parently of good family, well educated and of ro- 
bust appearance, with a leg deeply stained as a re- 
sult of previous inflammations about ulcers. He has 
graduated from the adhesive plaster dressing to the 
stockinette bandage. He has been confined to bed 
from ulcers of the leg in several hospitals, and is 
familiar with the treatment of many different sur- 
geons for this condition, from iodoform powder, 
which poisons him, to operations for varicose veins 
which he foolishly refuses. But from the time that 
ambulatory treatment by strapping was first applied 
his wanderings have ceased, and he comes at long 
intervals and quotes Shakespeare with a happy 
smile at every turn of the sticky strap or the smooth. 
even pressure of the stockinette bandage. In all 
cases there is some discomfort or pain, but a good 
steady advance toward a healed ulcer and a healthy 
leg. 

128 Halsey Street. 



SOME CASES OF CATARACT. 

By Earle Conner, M.D., New York. 

A cataract is an opacity of the crystalline lens or 
of its capsule. Cataracts may be congenital, ac- 
quired, partial, stationary or progressive. They are 
furthermore primary or secondary. The common- 
est forms of cataracts include : 

First. Partial stationary cataracts, capsular, an- 
terior polar, posterior polar, circumscribed opaci- 
ties in the lens itself, viz. : (a) small nuclear opacity, 
(b) spindle-shaped or fusiform opacity, (c) punc- 
tate cataracts, (d) perinuclear, zonular or laminar 
cataracts. 

Second. Progressive cataracts: (a) Nuclear or 
cortical, (b) incipient, (c) intermescent, (d) ma- 
ture (e) hypermature, (f ) cataracts adherent to the 
iris or ciliary body, (g) traumatic cataract. 

A cataract may be hard or soft and this can be 
told as a rule by the color of the opaque lens ; thus 
all light colored cataracts are soft and all dark 
colored ones are hard. Cataracts were so called 
by the the ancients because they believed them to be 
something which flowed down from above (like a 
waterfall), behind the pupil. They were well-known 
to the Greek and Roman physicians. They located 
the opacity of the pupil in front of the lens instead 
of in that body itself. The lens was considered to 
be the true seat of vision, that is the percipient or- 
gan, as it was the most obvious thing when the eye- 
ball was opened ; so accordingly the loss of the crys- 
talline lens would mean total blindness, but since 
they were aware that after operation for cataract 
the pupil was rendered clear, and still the sight was 
not lost but restored, they were forced to believe 
that the pupillary opacity was situated in front of 
the lens itself. Our knowledge of the true nature 
of cataract dates from the beginning of the eight- 
eenth century. Jacques Dariel was the inventor of 
the modern operation for cataract ; this was modified 
by many, as by Beer, Arlt, von Graefe, etc. 

Etiology, Cataracts may be congenital, due to 
senility or general diseases, caused by trauma, or 
secondary to other diseases of the eyeball. These 
are also called complicated cataracts. 

Congenital cataracts are due to either a disturb- 
ance in the development or an intrauterine inflam- 
mation of the eye. 

Senile cataract is by far the commonest form. It 
occurs very frequently in old people, or those over 
fifty years of age, as a rule. It is exceptionally ob- 
served in younger individuals. We must not fall 
into the error of calling all cataracts occurring in 
the elderly, senile, as an old person may have a cata- 
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ract from trauma, diabetes, or what not. Senile 
cataract affects both eyes always, but one eye is 
usually in advance of the other. 

Cataracts due to general diseases. The common- 
est general disease giving rise to opacity of the lens 
is diabetes. This develops when the amount of 
sugar in the urine is high and it matures rapidly. 
Diabetic cataract is due to a disturbed nutrition that 
affects the whole system and not to the abstraction 
of water from the lens as was once believed. There 
is a form of cataract, however, that is due to ab- 
straction of water from the lens and that is the 
opacity of the lens that occurs in the last stages of 
Asiatic cholera. As a rule an eye affected with a 
diabetic cataract recovers as well as any other from 
the operation. Coma and death, however, now and 
then follow removal of cataracts in diabetics due 
to the confinement and shock of the operation. 
Nephritis also gives rise to cataracts in adults, and 
rickets to a form of congenital cataract (perinuc- 
lear). Syphilis is also a causative factor. 

[Traumatic cataract. A blow upon the eyeball 
may rupture the capsule of the lens and, allowing 
access of the aqueous, cause a cataract. More com- 
monly a piece of wire, wood, tack, or what not pene- 
trates the cornea and inflicts a wound directly in 
the capsule of the lens. Through inhibition the 
lens swells, becomes opaque, and finally breaks up 
through a process of clearage. 

Precisely the same thing takes place if a trans- 
parent lens is placed in clear water. If the trau- 
matism affects the posterior portion of the capsule 
of the lens the vitreous acts in the same way. A 
cataract may be caused by contusion of the lens 
without the inhibition of the aqueous, and such at 
times clears up spontaneously. The history of a 
traumatic cataract is somewhat like this: In a 
few hours after the injury to the eye the part of the 
lens in the neighborhood of the capsular wound is 
found to be opaque. After a day or so, depending 
upon the size of the rent in the capsule, the swollen 
lens fibers protrude from the wound of the capsule 
into the anterior chamber as flocculent masses. The 
opacity continues to spread further and further 
through the lens and new masses protrude through 
the pupil, as the former ones become absorbed. If 
the swelling of the lens- is not too forcibly pressed 
upon, the eye remains free from inflammation and 
pain and the lens becomes gradually absorbed. 
Within a month or two the absorption may come to 
a standstill at some period of the disease, due to 
closure of the lens capsule, and opaque portions of 
the lens still remain within the shrunken capsular 
sac, demanding an operation for the restoration of 



the sight. As a direct result of the injury to the 
eye or owing to infection the membranes of the 
eye and especially the uvea may become inflamed 
during the course of traumatic cataract and go on 
to loss of sight or destruction of the globe. 

Secondary cataracts ; complicated cataracts. The 
affections most frequently giving rise to cataract by 
disturbing the nutrition of the crystalline lens are: 
Violent inflammations of the cornea as an extensive 
suppuration, irido-cyclitis, choroiditis, myopia of 
high degree, retinitis pigmentosa, detached retina 
and glaucoma in the absolute stage. The diagnosis 
that a cataract is due to some other morbid change 
in the eyeball can be made by inspection in case the 
disease affects the more anterior portions of the 
globe. Morbid changes in the cornea or in the iris, 
or adhesions between these organs and the cataract 
may be made out. In deeper affections the result- 
ing cataract often presents peculiarities which make 
for a diagnosis of complicated cataract, although 
other evidence of the disease is not apparent. Again 
in uncomplicated cataract the light perception is 
always good no matter how dense the opacity of the 
lens, while in the complicated variety the light per- 
ception is found poor or perhaps wanting all to- 
gether. In complicated cases also the tension of 
the eyeball may be found too soft showing the pres- 
ence of choroidal lesions, or too hard, showing a 
glaucomatous state. The prognosis in these cases 
is less favorable than in other varieties and the 
sight is poor from the exciting disease, even if the 
removal of the cataract is successful. 

Symptoms, Loss or distortion of vision is the 
only symptom of cataract, and it varies according 
to the stage of the latter and also the situation of 
the opacity. Besides simple failure of vision, cata- 
ract patients often complain of specks before the 
eyes and of multiple vision. Later on as the opac- 
ity increases, the sight becomes worse and worse 
and the patient becomes blind, save to light. My- 
opia frequently develops in the beginning of cata- 
racts, due to swelling and increase in refraction of 
the lens, so that reading glasses can be laid aside, 
but at the same time the patient cannot see so well 
in the distance as formerly. The laity call this sec- 
ond sight. If these cases are observed long enough, 
they all develop cataracts. 

Treatment. There is no remedy that will cause 
an opaque lens to again become transparent. Oper- 
ation in carefully selected cases yields brilliant re- 
sults, 90 to 95 per cent, of cures. The operative 
procedure depends on whether the cataract is ha'-l 
or soft. In soft cataracts the operation is discissi 1 
or solution, and in hard cataracts extraction or tl.c 
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removal of the lens in toto from the eyeball. Ex- 
traction can only properly be performed in the stage 
of maturity, for, as has been noticed, in that stage 
the lens strips easily out of its capsule, and there 
is less tendency than in the hyper-mature or imma- 
ture stages to prolapse of vitreous during the oper- 
ation. In immature cataracts soft cortical lens sub- 
stance is apt to remain behind in the capsule and 
act as an exciting cause of inflammation of the iris 
and ciliary body. This is the principal danger in 
cataract operations in the hands of the young oper- 
ator, as he often lacks clinical ability to diagnose the 
stage of maturity. Professor Bom has devised a 
maturing operation that has been quite satisfactory 
in proper cases in my hands. I will show you a case 
of maturing three weeks after operation. 



HYDROCEPHALUS, WITH REPORT OF A 
CASE. 

By W. Morgan Hartshorn, M.D., 

Adjunct Attending Physician, St. John's Guild; Patholo- 
gist, Nursery and Child's Hospital, 

The accumulation of serous fluid in hydroceph- 
alus may be either within the ventricles of the brain, 
resulting in what is known as internal hydrocepha- 
lus, or it may be within the subarachnoid space, the 
interval between the arachnoid (the delicate mem- 
brane enveloping the brain, situated between the pia 
mater internally and the dura mater externally) 
and the vascular pia mater — ^this condition being 
termed external hydrocephalus. 

It is classed as congenital or acquired, acute or 
chronic. The acute form may be internal, external 
or a combination of both. In etiology it may be 
idiopathic, but generally it is secondary to such con- 
ditions as cardiac disease, pertussis, rachitis, tu- 
mors of the posterior fossa, inflammatory processes 
of the meninges and brain, and acute febrile condi- 
tions, as typhoid and pneumonia. 

Chronic internal hydrochephalus may be the re- 
sult of an operation for spina bifida, or may be pro- 
duced by some condition of internal pressure me- 
chanically. It often repreisents the termination of 
an acute inflammatory process. 

The etiology of the congenital or intra-uterine va- 
riety is unknown. In some cases syphilis may be 
accountable, although this is doubted; alcoholism, 
tuberculosis and nervous diseases on the part of the 
parents have been assigned as causes. It may be 
hereditary. Hergott claims an intimate relation be- 
tween congenital hydrocephalus and cretinism, and 
because of its association with spina bifida and oth- 
er forms of malformations it is considered by some 



a defect of structural development. Czemy ex- 
plains the condition as due to pathological change of 
the adrenals causing disturbances of the cerebral 
circulation. 

In occurrence congenital hydrocephalus is not 
considered rare, i6 cases in 12,055, or i in 750, 
being reported by Schuchard; i case in 938 by 
Tweedy ; i case in 900 by Merriman. Tamier com- 
putes the frequency as i case in 2,000; La Cha- 
pelle and Duges found 15 cases in 43,555, or i in 
2,900. 

The mortality for the fetus is very high, while 
that of the mother is quoted as being 25 per cent, 
by Poulet and Spiegelberg. Hirsch reports 159 cases 
with a maternal mortality of 38. 

The pathology of this condition is, in brief, an 
enormous distention of the ventricles, thinning of 
the walls by intraventricular pressure, and, at times, 
a thickening of the ependyma with a sclerotic con- 
dition of the choroid plexus. The amount of fluid 
often amounts to several quarts. 

The following case occurred during my service 
at the Nursery and Child's Hospital in October, 
1909: 

The mother was a primipara, single, aged twenty- 
two years, native of Ireland, and a domestic by oc- 
cupation. She was admitted September 11, 1909. 
Her personal and family history were absolutely 
negative. 

Examination upon admission showed abdomen 
ovoid, the walls thick, the median line pigmented, 
striae abundant. The abdomen was not very large 
or dome shaped. Presentation vertex; position, 
R. O. A. Fetal heart R. U. Q., frequency 120, loud. 

Vaginal examination revealed a roomy vagina, 
the cervix soft, admitting one finger. 

Mensuration; Distance between the spines, 21 
cm.; between the cristae, 27 cm.; right oblique, 22 
cm.; left oblique, 23 cm.; conjugate ext., 19 cm. 
Promontory not felt. Urinalysis negative. 

Her pregnancy was uneventful. The first stage 
of labor began October 8, five weeks after admis- 
sion; pains slight; considerable backache; dilata- 
tion slow, occupying about twelve hours. Second 
stage : Pains short and frequent ; head very slight- 
ly engaged. This stage lasted twenty-four hours, 
the patient and fetus being in good condition. 

Upon examination, there was found extending in- 
to the cervix a soft mass, which was thought at one 
time to be a breech, but later the sutures could be 
felt, with the fontanelles widely distended. 

Abdominal examination showed the extremities 
at the left lower quadrant, the fetus at the costal 
margin, and the breech extending well out to the 
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right. Above the symphysis was a distinct bulging 
mass, moderately hard upon palpation, resembling a 
distended bladder. The fetal heart sounds were 
quite strong, the point of maximum intensity at 
right upper quadrant, just above the umbilicus. 

In this stage of labor, at first, the pains were 
fairly good, but after six hours they lost their in- 
tensity and she went to bed and slept. In the morn- 
ing the pains came on moderately slow and ineffec- 
tual, the head still slightly engaged. Quinine was 
given, resulting in stronger pains but very little pro- 
gression. 

At this time when the case was seen by me, the 
diagnosis of breech and R. O. position had been 
made. The fetal heart was heard faintly above the 
navel, upon the right side. The protuberance above 
the symphysis was quite noticeable. Although the 
head was thought to be large, yet it seemed possible 
to extract it by forceps, as the woman was becom- 
ing exhausted and the cervix was practically fully 
dilated. 

Accordingly, at first, solid blade forceps were in- 
troduced, but as they slipped immediately they were 
discarded and axis-traction applied, but after sev- 
eral attempts it was found that a satisfactory appli- 
cation was impossible. 

For this reason perforation was accomplished 
with the Smellie perforator. Immediately there was 
a gush of foul smelling fluid, at least one quart be- 
ing estimated. Delivery was then easily accom- 
plished by means of a cranioclast and a fetus other- 
wise normal was delivered. 

The duration of the entire labor was thirty-six 
hours and twenty minutes. The child was a female 
weighing five pounds eight ounces. 



Dimensions : 
Occipito-f rontal, i8 cm. 
Biparietal, 1 1 cm. 

Occipito-mcntal, i8 cm. 
Suboccipital breg., 13 cm. 
Bisacromial, 14 cm. 



Normal, 11.5 cm. 

Normal, 9.5 cm. 

Normal, 14.0 cm. 

Normal, 9.5 cm. 

Normal, 12.0 cm. 



Circumference : 
Occipito-frontal, 



52 cm. 



Suboccipito-f rontal, 45 cm. 



Length, 
Bisacromial, 



54 cm. 
36 cm. 



Normal, 35 cm. 
Normal, 30 cm. 
Normal, 50 cm. 
Normal, 33 cm. 

At the autopsy the cerebrum was apparently ob- 
literated and all that remained of the brain was a 
small cerebellum. 

The case was instructive in that it presented the 
diagnostic features of a hydrocephalus which were 
certainly impressed upon the doctors present. 



The puerperium was uneventful. A rise of tem- 
perature on the third day to 103 subsided after a 
vaginal douche and elevation of the bed, so that the 
patient was up and about on the eleventh day.' 

50 Central Park West. 



End Results of Gallstone Operation.— Dr. L. 

Amsperger (Miinch, med. Wochensch,, No. i, 
191 2) analyzes the statistics of the surgical clinic 
of Heidelberg, comprising 230 cases with a primary 
operative mortality of 16, that is, 6.9 per cent. 
From his investigations as to the most useful meth- 
od of gallstone operation and the prognosis, the 
author draws the following conclusions: i. Of 147 
cases of operation the later history of which was as- 
certained by correspondence, chiefly with the family 
physician, or by personal examination, 113 cases 
(64.6 per cent.) were completely cured, while 19.7 
per cent, still exhibited slight disturbances, but not 
sufficient to keep them from work, thus giving a 
total of 84.3 per cent, of satisfactory results. Of 
the remainder, 2.1 per cent, of the patients suffered 
with disorders having no relation to the operation, 
while 13.6 per cent, were either unimproved or had 
to submit to a recurrence operation. 2. The best 
results were obtained especially in inflammatory 
conditions of the gallbladder, those from cholecyst- 
ectomy being particularly satisfactory. Conditions 
are much less favorable in patients with numerous 
small stones and a patent cystic duct who have pre- 
viously passed calculi. Jn these extirpation of 
the gallbladder is advisable even when there are 
no marked changes in its walls. Cholecystostomy 
does not afford any positive guarantee of the re- 
moval of all the small calculi, while concretions in 
the deep ducts are frequently overlooked even when 
these are opened up and probed. 3. After removal 
of long existing stones in the choledochus concre- 
tions formel in the liver may gradually slip down- 
ward and give rise to false recurrences. 4. After 
cholecystostomy any disturbances that may recur 
are due in one-half the cases to stones that have 
been left behind, while in the other half they re- 
sult from an inflamed shrunken, strongly adherent 
gallbladder. True recurrences were never observed 
in the clinic. 5. Cholecystostomy is therefore to'Ee 
rejected in all inflammatory processes of the gall- 
bladder with a tendency to adhesions and secondary 
contraction. It is also necessary to prevent fix- 
ation of the top of the gallbladder, especially when 
greatly distended, to the abdominal wall. 6. Hence 
cholecystostomy is only to be undertaken where 
there are a few large calculi that can be radically 
removed, where the gallbladder wall is intact, or 
when special conditions, weakness of the patient, 
difficult anesthesia, tense adhesions, and deep po- 
sition of the gallbladder contraindicate extirpation. 
7. Complication.s of gallstone disease, which later 
may give rise to disorders of the pancreas, and mov- 
able kidney on the right side deser\'e particular con- 
sideration. 
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THE SO-CALLED C-ffiCUM MOBILE. 

Less than three decades ago typhlitis and peri- 
typhlitis dominated the pathology of the right iliac 
region. Then came appendicitis, which has since 
so completely occupied the field that the possibility 
of primary inflammatory processes in the cecum 
has been seriously doubted, if not rejected. In re- 
cent years, however, it has been questioned by 
some authors whether the pendulum has not swung 
too far, and sufficient clinical evidence has been 
brought forward to show that in many cases diag- 
nosed as chronic appendicitis the chief site of the 
disease was in the cecum and ascending colon, the 
appendix being little if at all involved. 

Several years ago Professor Wilms, of Heidel- 
berg, pointed out that a symptom-complex similar 
to that of chronic appendicitis can be produced by 
a movable cecum (caecum mobile), and his views 
have been adopted by a number of other surgeons. 
He found that in 20 to 25 per cent, of his cases 
operated on for chronic appendicitis the appendix 
appeared perfectly normal, this showing that the 
patients' disturbances must have been due to other 
causes, the most prominent being a movable cecum. 
After resort to cecopexy in many such cases the 
previously existing disturbances, which had not been 
relieved by appendectomy, rapidly disappeared. On 
the other hand, Lane, whose views have gained 



many adherents, has shown that prolapse of the 
cecum as well as of the colon is rather a common 
condition, and that the displaced organs contract 
adhesions in abnormal locations which may lead to 
kinking, narrowing, twisting, and consequent im- 
pairment of the bowel functions. The treatment 
proposed by Lane consists chiefly in extensive re- 
sections, preferably of the entire colon, while Con- 
nell loosens the adhesions, draws up the prolapsed 
bowel from the pelvis, and prevents its descent by 
fixing it to the abdominal wall. Other surgeons 
who have devoted attention to this subject are 
W. J. Mayo, Murphy, La Roque, WTiitford, Tuttle, 
etc. 

The medical aspect of caecum mobile is set forth 
in detail in a most instructive paper by Dr. Crae- 
mer (Munch, med. Wochenschr., No. 12, 1912). 
He thinks that we have been so accustomed to look 
upon the appendix as the scapegoat that we have 
forgotten that there is such a thing as the cecum, 
which may be the independent site of disease. He 
is also inclined to attribute the scanty literature on 
chronic appendicitis, as compared with the enor- 
mous output on the acute form, to the frequent 
failure of surgical treatment, based upon errors in 
diagnosis. In his opinion movability of the cecum 
is of such common occurrence that it is not to be 
considered as a pathological entity, unless in ex- 
ceptional cases of marked development, where it 
may lead to occlusion of the bowel from kinking 
or torsion. For this reason it cannot give rise to 
symptoms similar to those of chronic appendicitis, 
and when these are present in connection with 
caecum mobile they are usually due to something 
else, particularly typhlitis and perityphlitis. Even 
the healthy cecum and ascending colon are very 
susceptible to catarrhal processes owing to the ten- 
dency to stagnation of soft fecal masses in this re- 
gion, with resulting fermentation, irritation, infec- 
tion and inflammation, which may extend to the ser- 
ous covering and produce a veritable perityphlitis. 
Owing to the constant gaseous distention of the 
cecal pouch in these cases insuflSciency of the ileo- 
cecal valves is likely to occur, with regurgitation of 
fecal matter into the small intestine and additional 
symptoms from this source. 

In view of the fact that, according to Craemer, 
operative measures are rarely required in the treat- 
ment of this class of cases, their differentiation 
from true chronic appendicitis, which is still a dis- 
stinctly surgical affection, is correspondingly im- 
portant. A careful analysis of the symptom-com- 
plex described by him, however, shows that the 
diagnosis is far from easy. The points upon which 
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he lays stress may be briefly summarized as fol- 
lows : Pain in so-called caecum mobile is not local- 
ized at McBumey's point, but the entire cecum and 
ascending colon are usually sensitive to pressure, 
especially when the gut is rolled between the hands. 
In some instances the pain can also be elicited on 
the left side. Frequently there is a roundish smooth 
tumor situated directly beneath the abdominal wall 
and sensitive to pressure. If the contents of the 
ascending colon are forced toward the cecum pain 
is felt in the right iliac region, while if the cecal 
contents are pushed toward the colon the pain sub- 
sides, and this also happens when the cectun is 
pressed upon with the hands. In nearly all c^ses 
the patients complain particularly of gaseous dis- 
tention with marked borborygmi and discomfort. 
Besides the presence of the tumor, Craemer attrib- 
utes particular significance to the character of the 
stools. These patients may be costive or have diar- 
rhea alternating with constipation. The feces are. 
sticky, clay-like, often flattened, irregular, slimy, 
discolored, and very offensive. They often contain 
undigested particles of food, particularly vegetable. 
Microscopical and chemical examinations of the 
stools are also of value in the diagnosis. Aside from 
the intestinal symptoms, the subjects of so-called 
caecum mobile, which, as we have seen, is really 
t)rphlitis and perityphlitis, frequently suffer with 
dyspeptic disturbances and attacks of colic due in 
many instances to the insufficiency of the ileocecal 
valves. They are also inclined to mental depres- 
sion, lassitude and insomnia — in other words, neur- 
asthenic phenomena — probably the result of auto- 
toxemia from the marked fermentation processes 
in the dilated cecal pouch. 

As regards treatment, Craemer is strongly op- 
posed to operation, pinning his faith to medicinal 
and hygienic measures, massage, electricity, etc. 
The chief significance of his article, however, is 
that it demonstrates the existence of typhlitis and 
perityphlitis as pathological conditions frequently 
simulating chronic appendicitis. Further, it tends 
to show that movable cecum in the vast majority 
of cases does not produce symptoms, and only be- 
comes of medical interest when complicated with 
typhlitis and perityphlitis. These views are so 
greatly opposed to those ordinarily entertained that 
they are worthy of serious consideration. They 
make one doubt the efficiency of surgical interven- 
tion in many cases of so-called chronic appendicitis 
or the general utility of the various operative pro- 
cedures for relieving a prolapsed or adherent 
cecum. At any rate, they admonish to greater care 
and thoroughness in the diagnosis. 



OUR GYNECOLOGICAL NUMBER. 

It affords us much pleasure to announce that the 
May ntunber will be devoted to a symposium on 
gynecology. Contributions have been received from 
a number of prominent gynecologists, and we can 
assure our readers that they will find much of prac- 
tical interest on this subject, both from a diagnostic 
and therapeutic viewpoint. Excellent illustrations 
have been already furnished and others are being 
especially prepared. If you have some medical 
friend who might be interested in this special num- 
ber please inform us, so that we may mail him a 
copy. 



GYNECOLOGICAL HINTS. 
By Ralph Waldo, M.D., New York. 

Sepsis in most puerperal cases starts as wound 
infection at the vulva or lower end of the vagina, 
and can generally be prevented by moistening the 
vulva pads with a bichloride solution i to 5,000. 
This should be continued for about five days. 

The umbilical cord should not be cut until after 
it stops pulsating, especially when the labor has 
been severe. Many infants have been injured by 
too much violence during resuscitation. 

A woman should not be starved after delivery. 
The more food she is given within reason, the bet- 
ter. 

The breasts should never be massaged or pumped, 
as disregard of this caution may lead to mam- 
mary abscess. 

In a general way secondary operations on the 
perineum should not be performed until the end of 
at least two months. If they are performed earlier 
the lochia are apt to interfere with union. It is not 
necessary to stop nursing an infant for more than 
a few hours following operations on the perineum. 

After all viperations of the perineum the bowels 
should be keept freely open. 

When possible it is best to operate for laceration 
of the perineum before the placenta has been de- 
livered. There is less annoyance from bleeding. 
The best material is chromicized gut No. 3. It cuts 
less than silkworm gut and does not annoy the pa- 
tient so much. The sutures should not be drawn 
too tight, for there is always swelling of the parts 
that will cause strangulation. A very good needle 
to use is a full curved three-inch Hagedom. 
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Department of Railway Surgery 

OF'F'IOIJ^I^ OltOJ^N 

THE ASSOCIATION OF SUROEONS OF THE SOUTHERN RAILWAY. 

ASSOCIATION OF SUROEONS OF THE PENNSYLVANIA LINES. 
ASSOCUTION OF SUROEONS OF THE SEABOARD AIR LINE RAILWAY. 



NOTICE TO PENNSYLVANIA RAILROAD 
SURGEONS. 

The next annual meeting of the Railway Sur- 
geons' Association of the Pennsylvania Lines East 
of Pittsburgh will be held in Atlantic City, May 
31st and June ist. Further details will be given 
in our forthcoming program, which promises to be 
one of unusual interest. The committee on arrange- 
ment has secured the Marlborough-Blenheim for 
"headquarters," meeting place, and banquet. This 
will be especially advantageous this year, since the 
American Medical Association is to have its head- 
quarters at this hotel, and those of our association 
who intend to remain will be conveniently located 
and will doubtless meet many of their friends there 
as well. The banquet will cost $2.00 per plate and 
will be served Saturday evening, June ist, in one 
of the private dining rooms, which has been re- 
served. Our members will find it desirable to en- 
gage rooms at the Marlborough, and do it very 
soon, as otherwise they may not be able to secure 
accommodations. 

The following are the rates for rooms at the 
Marlborough-Blenheim : 

Single room, without bath, i person, $2, $3, and 
$4 per day, European plan. 

Single room, without bath, i person, $4, $5, and 
$6 per day, American plan. 

Single room, with bath, i person, $4, $5, and $6 
per day, European plan. 

Single room, with bath, i person, $6, $7, and $8 
per day, American plan. 

Double room, without bath, 2 persons, $4, $5, 
and $6 per day, European plan. 

Double room, without bath, 2 persons, $8, $9, 
and $10 per day, American plan. 

Double room, with bath, 2 persons, $6, $7, and 
$8 per day, European plan. 

Double room, with bath, 2 persons, $10, $11, and 
$12 per day, American plan. 

This will be the fifth annual scientific meeting. 
The first four have been enthusiastic gatherings — 
successes in every way — and we desire to make this 
the best one yet. 

Many of the members were accompanied by their 
ladies at the last meeting. This plan succeeded so 
well that we intend to try it again. Transportation 



for members of surgeons' families will be issued 
over the Pennsylvania Railroad. 

At our last meeting the International Journal. 
OF Surgery was made the official organ of the as- 
sociation and a copy is being sent regularly to each 
member. The transactions of our last annual ses- 
sion are in course of preparation .for publication in 
book form (cloth bound) and will be ready for de- 
livery early in May. 

It is earnestly hoped that every Pennsylvania 
R. R. surgeon will make an effort to attend this 
meeting. 

A, W. COLCORD, 

Secretary. 



ASSOCIATION OF SURGEONS OF THE 
SOUTHERN RAILWAY COMPANY. 

Seventeenth Annual Meeting, New Willard 

Hotel, Washington, D. C, June 

11, 12, and 13, 1912. 

Officers. — Surgeon J. H. Mitchell, president,. 
Mt. Vernon, 111. ; Surgeon R. L. Gibbon, first vice- 
president, Charlotte, N. C; Surgeon R. T. Ram- 
sey, second vice-president, Elba, Va.; Surgeon F* 
A. Webb, third vice-president, Calvert, Ala.; Sur- 
geon W. R. McKinley, fourth vice-president, Co- 
lumbus, Miss.; Surgeon Geo. Ross, Historian,. 
Richmond, Va. ; Surgeon J. U. Ray, secretary- 
treasurer, Woodstock, Ala. 

PRELIMINARY PROGRAM. 

Surgeons are requested to report cases of inter- 
est; and those who have not sent in the titles of 
their papers are urged to do so at once, as it re- 
quires considerable time and work to arrange the 
final program. 

The following titles have been received : 

"Wright's Solution in Sloughing Wounds," Sur- 
geon H. A. Royster, Raleigh, N. C. 

"Report of a Case: Compound Dislocation of 
the Ankle," Surgeon R. J. Noble, Salem, N. C. 

"Dislocation of the Ankle Joint," Surgeon C. D. 
O'Hara, Williamstown, Ky. 

"The Sacro-Iliac Joint and its Injuries," Sur- 
geon R. L. Payne, Sr., Norfolk, Va. 

"Malingering," Surgeon C. H. Davis, Knoxville,. 
Tenn. 

"Treatment of Delayed Bony Union," Surgeon 
C. L. Guice, Gadsden, Ala. 

"Report of Some Unusual Surgical Cases," Sur- 
geon W. B. Hardeman, Commerce, Ga. 
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"Report of Case : Extensive Injury to Both Lids 
and Eye-ball with Good Recovery," Surgeon J. L. 
Minor, Memphis, Tenn. 

"Emergency Surgery," Surgeon E. P. McCollum, 
Greensboro, Ala. 

"Organization : Each Surgeon as a Factor," Sur- 
geon F. A. Webb, Calvert, Ala. 

"Injuries to the Elbow Joint," Surgeon H. P. 
Cole, Mobile, Ala. 

"Operative Treatment in Injuries of Elbow 
Joint," Surgeon S. R. Miller, Knoxville, Tenn. 

The management of the Southern Railway and 
allied lines are interested in the success of this as- 
sociation and desire that the local surgeons show 
their interest in the work by attending the annual 
meetings, reading and discussing papers and re- 
porting cases that are of interest and mutual bene- 
fit to the surgeons and the railway company. 

If you will read a paper or report a case send 
me the title on receipt of this announcement. 

The New W'illard Hotel will be the meeting 
place. 

The following resolution was adopted at the 1909 
meeting : 

''Resolved, That each membter file with the sec- 
retary his autograph and photograph before next 
annual session, to be permanently kept and exhib- 
ited at each annual session." 

Only about half of the membership have com- 
plied with this resolution, and I hope the balance 
will "smile and look pleasant" and send me a copy 
at once. 

A few of the members have overlooked paying 
their dues for 191 1. I have plenty of blank receipts 
and will be glad to fill them out on the receipt of 
$2.00 from the delinquents. 

At the last session of the association the annual 
dues were raised from $2.00 to $3.00 per year be- 
ginning with 1912, Those delinquent for 191 1 
can send me $5.00 and I will mail them receipt for 
both years. 

There will be a great deal to interest the sur- 
geons at the coming meeting, and if you do not 
want to wait at the secretary's desk for your 1912 
receipt send me $3.00 now and I will mail it to you. 

The steady improvement of each meeting over 
the previous one will be evident at this meeting, 
and it is of importance that each member of the as- 
sociation be present, and by his presence and work 
assist in the success of the session. 

I hope that nothing will occur to prevent your 
attending. 

J. U. Ray, 
Secretary and Treasurer, 



EXPERT EVIDENCE IN CASES OF TRAU- 
MATIC NEUROSIS.* 

By H. F. Gillette, M.D., Cuba, N. Y. 

In considering the question of traumatic neuroses, 
we approach a subject of especial interest to rail- 
road surgeons, but more than all of vast financial 
consequences to the railroad company who is called 
upon to settle claims coming under this well-worn 
heading. 

John Erichsen, that eminent English surgeon 
whose activity covered the years from 1850 to 1880, 
was the one who threw this bomb shell into the 
midst of the medical world, fraught with such in- 
tricate consequences to the medical profession and 
the courts of every civilized land. 

Volumes have been written on the subject of 
Erichsen's disease — spinal concussion, litigation 
spine, railway spine, spinal sprain, hysterical spine 
and the traumatic neuroses generally — and the end 
of this special literature js still far away. Order 
will not be restored out of chaos until the question 
of expert testimony is placed upon a proper and 
fair basis — fair and honest to both parties con- 
cerned in litigation. 

The condition as described by Erichsen partook 
of the nature of a chronic meningo-myelitis. When 
Charcot demonstrated the identity of hysteria in 
the male with that of the female, a new cause for 
these nervous effects was advanced. 

Shakespeare said of Cleopatra, who probably 
charmed Caesar by her very hysteria, that: "Age 
cannot stale nor custom wither her infinite variety." 
If this quotation, so pleasingly expressed, suggests 
the multiplicity of symptoms arising from hysteria, 
even more would it apply to traumatic neuroses, 
whose varied phases present new features each day. 
Shock to the nervous system in cases where this 
has been unstable previous to the time of 
sustaining the injury would resemble in its after- 
effects hysteria, while in a previously well balanced 
nervous system neurasthenic symptoms would pre- 
dominate. 

The various steps taken in a railroad accident 
case are in themselves needful and wise on the part 
of the company, but the activity of the claim de- 
partment following the receipt of an injury is to 
the injured person suggestive of an accident, with 
its possible "Gold Cure"; for gold will do more to 
cure accident cases than all the surgeons and neur- 
ologists in the land. So I say that the activity of 
the claim department, the solicitude of railroad em- 

• Read at meeting of Railway Surgeons' Association of 
Pennsylvania Lines East of Pittsburgh, Sept. 22-23, 1911. 
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ployees, the sympathy of surrounding friends, and 
the tenderness and extreme care which the medical 
attendant bestows on the injured, one and all tend 
to suggest that he is severely hurt, and he soon 
appreciates that he has a fine case against the com- 
pany. 

Had this same injury been sustained by an em- 
ployee of the company, a bandage or a strip of ad- 
hesive plaster would have dismissed the case. The 
employee is used to shocks and knows that acci- 
dents will come to all sooner or later; so his ner- 
vous system does not break down under a slight 
accident. 

I well remember a strong robust farmer who was 
hit by a fast train while driving over a highway 
crossing. On his way home in the care of his 
friends and medical attendant, a lawyer stopped the 
conveyance and said to the injured person: "Put 
your case in my hands and we will collect good 
•damages" — words strongly suggestive to the injured 
man. He dragged one of his feet for two years, 
when he settled with the railroad and immediately 
was cured and has been working since. 

Upon the expert who testifies in this class of 
cases is imposed the necessity of being competent 
and honest, for in ascertaining and estimating the 
amount of compensation to be awarded in actions 
for personal injuries, it is necessary to consider 
mental anguish, physical pain, and the extent and 
permanency of earning power. "An ideal expert 
is one who by study and experience has become es- 
pecially learned, or skilled in some branch of med- 
ical science, and whose judgment and opinions are 
therefore sounder than the average physician." 

Against this ideal condition is the opinion of 
Judge Bartlett, Justice of the Appellate Division 
of the New York State Supreme Court. He says: 
"Th© discredit into which expert evidence has fall- 
en is mainly due to the prevailing impression that 
the experts almost invariably testify in the interest 
of the party by whom they are called and paid." 

As a remedy for this condition of things which 
has brought this criticism from so learned a jus- 
tice, and which is being noted by the men in the 
jury box, several expedients have been proposed. 
In New York State the State Bar Association and 
the State Medical Society have by committee for- 
mulated a bill which has not yet, I regret to say, 
passed the legislature. This agreement allows each 
party to the litigation to employ experts the same 
as now, and an additional force is provided for 
in the law by having the State Medical Society rec- 
ommend certain men who will examine the case 
with care and advise the court independently of any 



expert that may be retained by the parties in liti- 
gation. 

This committee in writing the law wished to do 
away with all expert evidence under the present 
plan, and confine all such testimony to that which 
advises the court directly in an impartial manner. 

Under the proposed plan the parties in litigation 
would have medical witnesses testify only on ques- 
tions of fact the same as any other witness. It was 
thought, however, that this was too radical a change 
to make for the first step, but it was expected that 
after the law was given a trial the ridiculous posi- 
tion of the medical experts retained by the parties 
in litigation, as compared with that of the impar- 
tial court experts, would do away with that form of 
testimony. 

Undoubtedly this law will be soon enacted and 
a start will be made to rescue the medical profes- 
sion from its present unfortunate and embarrass- 
ing position 

SOME ACCIDENT CASES OF INTEREST.* 

By C. F. Abbott, M.D., Elmira, N. Y. 

To what extent are railroad accidents due to care- 
lessness on the part of the injured or others? 

To what extent does luck or Providence enter 
into the result of an accident? 

To what extent is the equipment of the company 
responsible for accidents? 

Why does ill-luck or misfortune seem to pursue 
some poor victim almost without let-up? 

These are some of the questions that have con- 
fronted me in my work as company surgeon. When 
I speak of equipment being responsible for acci- 
dents I wish it understood that I am not indicting 
the railroad company. 

The histories here given showing how the acci- 
dent occurred are the stories of the victims of the 
accident or of some other person who appeared to 
know something about it. 

Injuries due to the patients' carelessness: 

Case 20. C. D., aged forty-nine, old employee, 
car inspector at the time of accident. In connect- 
ing the air hose of a train that was being made up, 
he leaned over the drawheads to release the air lock 
on the end sill of one of the cars. This, I under- 
stand, is contrary to orders issued to car inspec- 
tors. As he leaned over, a car that was thrown into 
the switch collided with the cars already there and 
the impact was sufficient to push together the cars 
between which he was. A crush of the abdomen 
was the result. After suffering for two and one- 



• Read at meeting of Railway- Surgreons' Association of 
Pennsylvania Lines East of Pittsburgh. Sept. 22-23, 1911. 
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half hours he died. The post mortem showed a 
ruptured liver. 

Case 80. J. C, aged fifty-one, boss car inspector, 
jumped off a moving freight train on the inside of 
a curve just as a passenger train, which he had for- 
gotten about, came in the opposite direction. He 
was struck by the pilot beam of the passenger en- 
gine and thrown against the running gear of the 
freight train. Result: Lacerated scalp, fracture 
of the lower two inches of the scapula, and contu- 
sions of the upper part of the body. 

Case 85. E. B., aged twenty-four, laborer at an 
ice-house equipped with a platform elevator. While 
descending on the elevator a plank became wedged 
between elevator and shaft. Without stopping the 
machinery, which continued to unwind the cable, 
the patient removed the plank with a pike pole and 
fell with the elevator to the bottom of the shaft. 
Contusions and a general shake up resulted. 

Accidents due to carelessness on the part of 
another : 

Case 38. I. L., aged twenty-nine, laborer at the 
roundhouse. The patient was an educated young 
man working as laborer until a better position could 
be procured. He was cleaning wet sand out of the 
sand box of a locomotive. As he pushed the last 
portion through the valve the man in the engine 
cab closed the valve and nipped off the end of his 
left second finger. 

Case 129. E. G., aged thirty-two, fireman, was 
firing a shifting engine whose engineer had poor 
vision. It was night. The air pump was acting 
badly and the patient was on the running board try- 
ing to remedy the difficulty. The engine was drift- 
ing backward and ran into a switch in which were 
some cars. On coming in contact with the cars the 
impact was so great as to throw the patient from 
the running board to the ground. Severe contu- 
sions resulted. 

Case 140. E. R. S., aged fifty-eight, driver of a 
bakery wagon, drove on to a crossing provided with 
gates, and as they were up he supposed it was safe 
to go on. He was struck by the engine of a passing 
train. The gate tender was seen sleeping soundly 
in his chair nearly an hour after the accident oc- 
curred. The victim had a few abrasions and con- 
tusions and a small laceration of the nose, but he 
suffered a severe nervous shock which ha^ disabled 
him for several months. A damage suit is pending. 

A case or two to illustrate the act of Providence 
in preserving life: 

Case 80 illustrates this. To be a human shuttle- 
cock between trains moving in opposite directions 
is an experience not to be desired and the patient's 



escape from death is marvelous. 

Case 85a. C. S., aged twenty-three, freight 
brakeman. Early in the morning this man was 
struck by the pilot of a moving locomotive and 
thrown between the tracks. Contusions and abra- 
sions only resulted. 

Case 128. R. B., aged twenty-six, freight brake- 
man. This man was walking over the train from 
the cabin car towards the engine while the train was 
climbing a long steep grade. It was shortly after 
midnight, and as he stepped from- one car to the one 
ahead he thought he heard a brake shoe dragging. 
He stopped at the end of the car to listen just as 
the engine slipped to regain its hold on the rail in 
a second. The resulting jerk threw the patient be- 
tween the cars to the track, but as he fell he threw 
both arms around the drawheads, dragged himself 
to his feet, stepped from between the cars, pulled 
himself up on the train, and returned to the cabin 
car. His injuries consisted of lacerations of the 
scalp and forehead and abrasions and contusions 
of the body and limbs. His escape was marvelous. 
At one time he was director of physical culture in 
a Y. M. C. A. gymnasium, and this might explain 
his suppleness on this occasion. 

Injuries due to equipment: 

Case 14. An engineer was opening a switch 
spring which was stiff, and the handle flew up sud- 
denly and with great force and struck him in the 
face. Result: Lacerated lower lip and cheek. 

Cases 92, looa and 107. All the patients were 
"green" freight brakemen, struck by the handle of 
the release distance signal lever, two of them at the 
same point. All sustained lacerated wounds of the 
face. The springs in these switches were stiff and 
strong ; the levers flew up violently, and the victims 
were unable to get out of the way. 

Case 121. W. M., freight brakeman, old em- 
ployee, was brushed off the side of a box car near 
the top by the blades of an old-fashioned high 
switch target set too near the track. The patient 
fell to the pilot beam of the engine pushing the car 
and thence to the ground. Result : Contusions and 
slight abrasions. 

To illustrate the ill-luck or misfortune of some 
men: 

Cases 4 and 132. H. R., aged forty-one, yard 
conductor. He has had one accident after the oth- 
er, but none very serious. The first was early in 
his railroad experience and resulted in the loss of 
part of the right index finger. His shins are dis- 
colored from frequent "barking." My experience 
began with him in January, 1909. He had jumped 
from a car on to a strip of ice concealed by a light 
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snow fall. He sprained his ankle and sat down 
heavily upon his instep. After he went back to 
work his foot slipped out of a strap step of a freight 
car and he came down heavily upon the previously 
injured foot. This disturbed the relations of the 
small bones of the foot and operative procedure was 
required to remedy it. He is still disabled. 

Cases 22, 57 and 68. J. R., assistant track fore- 
man. My first experience with him was when his 
cheek was cut quite badly by a chip of steel from a 
rail that was being cut in two ; my second, when he 
suffered a three-inch scalp wound due to a flying 
bolthead. The men were unloading ties from a car 
to the ground when one tie struck the ground, the 
bolthead shooting through the air and cutting his 
scalp. My third experience with him was when he 
had an abrasion of the cheek. He was prying up a 
tie with a pinch bar. The bar slipped and he fell 
against it. Later he came to see me suffering from 
laceration of two fingers. He had been caught be- 
tween a switch point and the mainrail while clean- 
ing a switch. This time Dr. Ford had charge of his 
case. 

The last case was Dc Ford's, but I saw the pa- 
tient for him on one occasion and had known him 
for years. 

A. P. E. (queer combination of initials) had one 
misfortune after another — sickness alternating with 
accident for about two years, I think. A short time 
before his last accident he came near losing an eye 
after being struck by a piece of steel. Dr. Voor- 
hees looked after him, and the patient returned to 
his work as car repairer and member of the wreck- 
ing crew only to fall from a steam derrick, crack- 
ing a rib or two on the right side. While conva- 
lescing from this he developed a phlebitis of the 
left saphenous vein. This was the occasion when 
I saw him for Dr. Ford during his period of recov- 
ery from this condition. He died suddenly after 
using the commode. I assisted in the autopsy and 
we found an embolus of the pulmonary artery. The 
theory as to cause of death was that the embolus 
was dislodged while straining at stool. 

20I So. Main street. 
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American Medical Editors' Association. 
The Annual Meeting of this Society will be held 
at Atlantic City, N. J., June ist and 3rd, with head- 
quarters at the Marlborough-Blenheim Hotel. 

Dr. Thomas L. Stedman, Editor of the Medicnl 
Record, will preside. 

The Annual Banquet will be held on the evening 
of June 3rd. Every editor and those associated 
with medical journalistic work will find this meet- 
ing worth attending. 

J. MacDonald, Jr., M.D., 
Secretary and Treasurer. 



Treatment of Erysipelas. — Dr. Thoden van 
Velzen (Munch, med, Wochensch,, No. 6, 1912) 
states that in many years of practice he has not lost 
a single case of erysipelas under his method of 
treatment. In light cases he recommends painting 
the erysipelatous area every hour with acid carbol. 
liq., 15 min., ol. terebinth., i oz. Severe cases in 
which the disease spreads over one-half of the 
body are treated with dressings soaked in sublimate 
solution or preferably in absolute alcohol. Inter- 
nally he administers camphor water, one tablespoon - 
ful, three times daily, and also collargol, 15 grains 
twice daily in enema. The applications of alcohol 
are usually made twice daily, but can be used more 
frequently if necessary. 

Operative Treatment of Injuries of the Pleura 
and Lung. — Dr. E. D. Schumacher (Deut. med, 
Wochensch , No. 6, 191 2) believes that operative 
treatment for injuries of the pleura and lung is best 
carried out under differential pressure. By doing 
the operation in a special cabinet severe respiratory 
and circulatory disturbances resulting from acute 
pneumothorax are prevented, or, if present, re- 
moved. Another advantage is that the surgeon is 
enabled to more readily find minute tears in the 
lung after it has been artificially inflated than where 
it is collapsed. After operation the chest wound 
can be completely closed, as there is no risk of 
pneumothorax or subsequent infection. The sim- 
plest operative technic consists in a large Mikulicz- 
Sauerbruch incision in the fifth, sixth or seventh 
intercostal space. Among 7 cases operated upon 
there were 3 cures. 

Treatment of Acute and Subacute Inflamma- 
tions of the Joints. — Professor H. Hochhaus 
(Therapie der Gegenw., Hft. i, 1912) has had a 
very favorable experience with extension in the 
treatment of gonorrheal arthritis, especially in cases 
presenting a marked doughy swelling and extreme 
tenderness; also in some forms of subacute and 
chronic rheumatic arthritis. Extension was em- 
ployed in fifteen cases of arthritis which had proved 
unamenable to other methods, including ten affect- 
ing the knee joint, four the hand, and one the el- 
bow joint. It was used chiefly during the acute 
painful stage and was continued until the tender- 
ness had diminished to a sufficient extent to permit 
of active and passive movements. If these were 
followed by recurrence of the pain, extension was 
resumed for a short time. In ten cases the results 
were excellent and in three satisfactory, while in 
two Bier's hyperemia proved superior. The most 
striking feature of this treatment was the shorten- 
ing of the stage of painful swelling. In connection 
with extension other measures were occasionally 
employed, such as puncture in the presence of 
marked exudation, hyperemia, and massage in the 
later stage for the prevention of stiffness. Ever 
since Hochhaus has resorted to extension no anky- 
losis has occurred after gonorrheal inflammations. 
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Treatment of Phlegmons of the Upper Extrem- 
ities. — Dr. Knoeske {Munch, med, Wochensch., 
No. 3, 191 2) has obtained excellent results with the 
method of Noeske in preventing the spread of 
phlegmons. This consists in cutting the lymphatics 
on the inner surface of the upper arm immediately 
below the axilla, the incision extending down to the 
fascia. In a recent case of severe phlegmon of the 
hand and forearm with a high temperature and al- 
bumin in the urine, in which amputation seemed the 
only recourse, Knoeske made a complete circular in- 
cision through the skin of the arm down to the 
fascia, the larger veins being ligated. The result 
was striking. On the following morning the inflam- 
matory swelling had greatly subsided, and in spite 
of the extent of the phlegmonous process the func- 
tions of the hand and' wrist were almost completely 
restored. This method seems to be indicated par- 
ticularly for cases of severe diffuse inflammation. 

The Result of Operation in Cerebral Tumors. 

— Professor A. von Eiselsberg {Wiener, klin, 
Wochenschr,, No. i, 1912) presents a report based 
upon 100 cases, comprising 32 tumors of the cere- 
brum, II of the cerebellum, 12 of the cerebello- 
pontine angle, 13 of the hypophysis, as well as 10 
palliative operations and 22 errors of diagnosis. 
Of the patients operated upon for cerebral tumors 
9 died in consequence of operation and 12 survived, 
8 of the latter being still alive after periods of one 
to five years. Of the cases of cerebellar growths, 
5 died as the result of operation and only one 
showed any marked improvement, this being a case 
of cyst, which is still living after two years. Only 
4 of the 12 patients suffering with tumor of the au- 
ditory region survived the extirpation of the 
growth, and these have remained in a comparatively 
favorable condition. 

Surgical Treatment of Acute Pancreatitis. — 

Professor W. Koerte of Berlin {Archiv f, klin. 
Chir., Hft. 3, Bd. 96) has operated on 34 of 44 
cases of acute pancreatitis, with 18 recoveries. At- 
tacks of pain in the epigastrium had previously been 
present in the majority of cases, although they were 
not characteristic, since they could have been due 
to gallstones, cholecystitis, duodenal or gastric ulcer. 
The acute stage of the disease usually set in with 
violent epigastric pain, eructations, vomiting, as 
well as a tendency to collapse. The only symptom 
to some extent pathognomonic was a tender resist- 
ant area in the epigastrium. The .Cammidge re- 
action proved of little value in the diagnosis of 
acute pancreatitis, which is always doubtful. As 
regards the operative prognosis, surgical interven- 
tion during the acute inflammatory stage gave bet- 
ter results than in the stage of complete necrosis. 
The pancreas is best exposed through a median 
incision in the epigastrium after division of the 
gastro-colic ligament. Drainage may be carried out 
by inserting a gauze strip or tube down to the sur- 
face of the pancreas, but it is preferable to open 
up the pancreatic tissue by blunt means and insert 
a drain into the gland. Any sloughs are to be re- 
moved with forceps. In seven of Koerte's cases 



the pancreas was exposed by a lumbar incision with 
five deaths, the disease being already in the stage 
of suppuration and necrosis. In the after-treatment 
the occurrence of severe secondary hemorrhages of 
the wound cavity is to be considered, since six of 
the cases succumbed to this complication, while re- 
covery followed in one instance in which the bleed- 
ing was arrested by tamponade. 

lodin as the Sole Dressing for Operation 
Wounds. — Mr. R. Alcock {Brit. Med. Jour., Feb. 
3, 1912) uses a 2 per cent, tincture of iodin with 
90 per cent, methylated spirits not only in the prep- 
aration for operation, but as the sole dressing after- 
ward. His objection to other forms of dressings 
is that they induce sweating, with liberation of 
microbes locked up in the sweat-glands. On the 
other hand, lodin destroys microbes on the surface 
as well as those in the very superficial layers, and 
furthermore locks up microorganisms in the sweat- 
glands by its hardening action on the skin. Besides 
it is very probable that tincture of iodin owes a 
great part of its therapeutic action to the hyperemia 
it induces, causing a phagocytosis and increased 
flow of blood to the part. After operation it is ap- 
plied immediately, and again three hours after- 
wards, to render sterile any serum or blood which 
may have oozed out. The wound is painted daily 
for the next three days only (except in operations 
on the perineum or vulva), and on the ninth day 
when the stitches are removed. No cotton or g^uze 
is applied. 

Malignant Disease of the Testicles. — Mr. H. 
Morriston Davies {Lancet, Feb. 17, 1912), from a 
study of this subject and his own experience, pre- 
sents the following summary: i. All tumors of 
the testicle must be regarded as malignant. 2. The 
history of previous venereal disease, the association 
of the swelling of the testicle with an injury, the 
length of the history dating perhaps from child- 
hood, must not be allowed to outweigh clinical evi- 
dence. 3. Always suspect a tumor of the testicle 
when there is an oval swelling which is not trans- 
lucent and comparatively painless. 4. When the 
tumor is in addition soft or elastic, and the surface 
shows slight lobulations, regard the suspicions as 
confirmed. 5. Increased pulsation of the cord is 
in favor of tumor, but is not pathognomonic. 6, 
A solid tumor may be so elastic as to give the feel 
of a fluid swelling. 7. The aberrant clinical mani- 
festations of a testicular neoplasm must be con- 
stantly borne in mind. 8. If the diagnosis is un- 
certain and the possibility of a growth is entertained 
the tumor must be explored. Should the tumor be 
syphilitic, no harm will have been done; if tuber- 
cular or a hematoma, operation is the correct treat- 
ment. 9. When the diagnosis of tumor is con- 
firmed the complete radical operation, consisting of 
removal of testicle, cord, lymphatics, and surround- 
ing fascia, and of the lymphatic glands in the re- 
gion of the aorta and vena cava, must be done, un- 
less the lumbar glands are extensively involved, or 
there are evidences of metastases elsewhere. 
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Surgery of Abdominal Injuries. — Professor 
Riedel (Deut, med, Wochensch., No. 2, 191 2) sum- 
marizes the results of his clinical observations in 
the following conclusions: i. The most reliable 
sign of an injury of one of the abdominal organs 
is rigidity of the abdominal wall. 2. This is pro- 
duced by the escape of gastric or intestinal contents 
or blood into the peritoneal cavity. 3. The more 
rapid and abundant this influx the more rapid the 
occurrence of rigidity. 4. Exceptionally it may be 
produced by trauma of the abdominal wall at cir- 
cumscribed places or by simple contracture of the 
intestine. 5. Occasionally intestinal injuries are 
not followed by this symptom. 6. Rigidity of the 
abdominal wall when associated with a rapid, small 
pulse, a pallid, drawn face, and vomiting is indi- 
cative of profuse hemorrhage from the liver, spleen, 
pancreas, mesenteric arteries, etc. Under these cir- 
cumstances the patient should be operated upon if 
possible within a few hours after the injury, in 
order to arrest the bleeding. 7. Rupture of the 
stomach rapidly leads to rigidity; rupture of the 
intestine more slowly, while a wound of the intes- 
tine may become sealed for the time by contraction. 
Such closure, however, is not to be depended upon 
even in small wounds. The comparatively late oc- 
currence of peritonitis after intestinal rupture in 
some cases may possibly be due to the fact that 
intestinal micro-organisms require up to six hours 
to thrive in the peritoneal cavity. 8. Patients with 
ruptures of the gastro-intestinal tract should be 
operated upon if possible within the first six hours 
and at the latest ,within twelve hours after the in- 
jury, though occasionally recovery follows after a 
longer period. 9. The injured should be trans- 
ported at once to a hospital equipped for the per- 
formance of major operations and not to their 
homes or to small hospitals. 10. Separation of the 
mesentery from the intestine, tears of the serous 
and muscular coats, or undermining of the mucosa 
may lead after a time to gangrene of the gut and 
the formation of fecal abscess or kinks or strictures. 
1 1. In the vicinity of an intestinal segment deprived 
of its nutrition, the omentum and healthy intestinal 
coils become adherent to one another, the endothe- 
lium undergoes changes, the stomata disappear, and 
the absorptive power of the peritoneum ceases. 
This also occurs if the intestine is only severely 
contused but not gangrenous, the hemorrhagic ef- 
fusion becoming purulent, but not leading to the 
formation of fecal abscess. 12. Hemorrhage from 
the lacerated liver is best arrested by suturing the 
omentum into the wound. The spleen, if injured, 
should be totally extirpated, even though occasion- 
ally disturbances have been observed after this rad- 
ical procedure. 13. Renal ruptures are to be al- 
ways treated conservatively, but in case the patient 
is rapidly succumbing to hemorrhage,- extirpation 
of the affected kidney, which is often lacerated in 
several places, should not be postponed. 14. Con- 
tusions of the abdomen of moderate degree which 
do not lead to lesions of the intra-abdominal organs 
are sometimes rapidly followed by tympanites. 15. 
Slight injuries of the abdomen may produce severe 
symptoms (vomiting, rapid small pulse, drawn 



face), which ?ire comprised under the name of 
shock ; on the other hand, extensive injuries of the 
abdominal viscera, especially the intestine, may 
cause at first very insignificant disturbances; the 
former, however, diminish and the latter increase 
in intensity. If we wait to make a correct diag- 
nosis we may miss the proper time of treatment- 
16. Slight contusions of the abdomen in rare in- 
stances lead to permanent damage to health by the 
formation of adhesicms, kinking of the intestine, 
etc. Complaints on the part of injured persons ex- 
tending over a long time are usually unfounded if 
the patient does not remain thin and sickly. 17. 
Subcutaneous ruptures of healthy abdominal mus- 
cles are quite rare. 18. Infected wounds penetrat- 
ing down to the peritoneum are comparatively fre- 
quent; their treatment is usually very difficult, be- 
cause pus is apt to spread between the different 
muscular layers and may lead to peritoneal infec- 
tion. The latter can be prevented only by widely 
opening up and exposing the pus focus. 

Movable Cecum.— Dr. C. A. Roeder (A'. F. 
Med, Jour., Jan. 20, 1912) has fixed the cecum in 
six cases, all in women in whom the appendix had 
been previously removed. The patients were com- 
pletely relieved of their previous symptoms. From 
his observations he concludes: i. A movable 
cecum may be productive of symptoms resembling 
chronic appendicitis. 2. A high cecum may be a 
movable cecum producing symptoms. 3. On find- 
ing only a kinked appendix and a pronounced an- 
terior ileocecal fold, look for a prolapsing cecum 
and a Lane kink. 4. The type of constipation 
produced by a prolapsed cecum may be due to trac- 
tion on and narrowing of the ileocecal valve. 5, 
Some cases of pylorospasm may be due to narrow- 
ing of the ileocecal valve by traction of the cecum. 
6. Wilm's cecopexy. Murphy's sigmoidopexy, 
Lane's ablation and anastomoses, all efforts to re- 
lieve stasis, show a variety of opinions on surgery 
to remedy fimctional conditions of the colon and 
indicate the necessity for further study. 

A New Method of Closure of the Pylorus. — In 

cases of duodenal ulcer treated by gastroenterost- 
omy it is necessary to occlude the pylorus in order 
to assure complete healing. In place of the ordinar\" 
methods Professor Wilms (Deut. med, Wochensch., 
No. 3, 1912) has recently resorted to a new pro- 
cedure which consists in circular constriction of the 
pylorus by means of strips of fascia taken from the 
anterior surface of rectus abdominis. These are 
secured by a knot or by sutures, so that the pylorus 
is completely occluded. The presence of these fas- 
cial bands leads to the formation of fibrous adhe- 
sions which form a constricting ring. In two cases 
in which this method was employed all the stomach 
contents passed through the gastroenterostomy 
opening and none through the pylorus, as shown by 
Roentgen examination. The technic of operation 
is greatly simplified, and the time required much 
shortened. It is probable that fascial bands can be 
employed with advantage for other purposes, as for 
example, for occluding the intestine after entero- 
anastomosis or for fixation of prolapsed organs. 
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Indications for Renal Decapsulation. — Dr. 

Lehmann (Miinch. med, Wochensch,, No. 6, 1912) 
believes that while EdebohJ's theory as to the mode 
of action of renal decapsulation is based upon false 
premises, the operation is fully justified in certain 
conditions. Thus, for instance, it may prove of 
benefit in chronic nephritis by improving the gener- 
al condition, even though the nephritic process is 
not permanently influenced. Decapsulation is also 
indicated in so-called nephralgias and angioneurotic 
renal hemorrhages. It is, moreover, a real life-sav- 
ing measure iij most forms of marked oliguria and 
anuria, especially in uremia accompanying acute 
nephritis. On the other hand, the operation is in- 
dicated in the uremia of chronic nephritis only when 
there is present an acute exacerbation and the kid- 
neys are still functionating. In purulent inflamma- 
tions of the kidney decapsulation may now and 
then be combined with drainage of the renal pelvis, 
unless nephrotomy is necessary. 

Traumatic Rupture of the Kidney. — Dr. F. 

Michelson {Archiv /. klin. Chir,, Bd. 96, Hft. 2-3) 
gives the results in 30 cases observed in the sur- 
gical division of the City Hospital of Riga. From 
his experience he concludes that rupture of the 
kidney, unless in the presence of primary dangerous 
hemorrhage, is always to be treated expectantly, 
with strict rest in bed and application of a firm 
compress to the lumbar region. Of the cases treat- 
ed by this plan only 10 per cent, died, and these had 
sustained other severe injuries to which death was 
also attributable. Hematuria itself rarely consti- 
tutes an indication for surgical intervention. If 
anuria occurs immediate operation is contraindi- 
cated. Simultaneous laceration of the peritoneum 
without injury of any of the intraperitoneal organs 
does not demand operative interferences per se. 
Catheterization of the bladder or of the ureters is 
only justified when there is a strong indication for 
its use. On the other hand, infection of a ruptured 
kidney requires prompt surgical intervention, the 
character of which depends upon the general con- 
dition of the patient. 

Operative .Treatment of Strangulated Gan- 
grenous Hernia. — In the first surgical division of 
the City Hospital at Friedrichshain, Berlin, 81 
cases of intestinal gangrene have been observed 
during a period of seven years, as reported by Dr. 
K. Berkofsky (Deut Ztschr. f, Chir., Bd. 109, Hft. 
1-2). Among these there were 61 cases of incar- 
cerated hernia and 20 of strangulation, volvulus, 
and the like. Primary intestinal resection is re- 
garded by the author as the method of choice, be- 
ing employed in most instances, especially in gan- 
grene of the small intestine. The Murphy button 
was used almost invariably for anastomosis, being 
passed per vias naturales in most cases fourteen 
days after resection without any disturbance. The 
author makes no attempt to remove accumulated 
fecal matter from the bowel during the laparotomy 
on account of the risk of infection and the loss of 
time, and has never found that allowing it to re- 
main is attended with any risk. 



Partial Thyroidectomy. — Dr. T. P. Dunhill 
(Lancet, Feb. 17, 1912) prefers operating under 
local anesthesia, because patients are safe, distress 
is negligible, the recurrent laryngeal nerve may be 
guarded, and post-operative vomiting does not oc- 
cur. He uses 7 oz. of 2 to 1,000 novocain, well 
infiltrating all the front of the neck. In regard to 
the question as to how much gland tissue has to be 
removed he says: "We have to remove enough to 
cure the disease, and we must leave enough for 
physiological purposes, and all the judgment and 
experience which one has are called for. In young 
patients, and those not very bad, the larger lobe 
should be enough, with any mid-lobe or isthmus. 
In older people, and those in whom the disease is 
very bad, the removal of one lobe will practically 
not do any good at all ; one lobe and half the other 
must be removed. If the gland has been big and 
active, even then the remaining portion may be too 
large. One has to remember that more can always 
be removed, but it cannot be put back again easily. 
One must remove enough, but one must never be 
hustled into removing too much in order to make a 
"complete job" at once. Although I now rarely 
have to operate more than once, it will occasionally 
happen that more has to be removed in order to 
completely cure the patient, and in three cases I 
have operated three times." 

Seminal Vesiculotomy. — In an article on "Sex- 
ual Disorders in the Male Clinically Considered" 
Dr. Eugene Fuller (Med, Record, Jan. 27, 1912) 
remarks that seminal vesiculotomy has proved it- 
self at his hands to be a most satisfactory and rad- 
ical operation in dealing with very .severe and ad- 
vanced lesions, for the cure of which the more pal- 
liative non-operative treatment of stripping and 
massage is not adapted. He feels warranted in 
saying this because of his wide experience with 
the procedure, having to date operated upon 224 
cases without any mortality. In 95 per cent, of 
these cases the results have been satisfactory. In 
the small minority of cases they have not been bad 
but negative, that is, the operation has not accom- 
plished enough to have made it worth while. In 
most of these latter it has been subsequently dis- 
covered that some unrecognized dyscrasia coexisted 
sufficient to account for the negative results. Al- 
though the profession has shown much interest in 
this operation, comparatively few have made a 
trial of it. The reason for this is because the oper- 
ation is in great measure performed under the 
guidance of the sense of touch, rather than that of 
sight, and very few surgeons have trained their 
sense of touch sufficiently to allow their trusting 
to its guidance in the performance of seminal ves- 
iculotomy, or in fact of any other operation. 

Regional *(Local) Anesthesia. — Dr. L. Eloesser 
(Calif. S. Jour. Med., March, 1912) is strongly 
impressed with the advantages of local anesthesia. 
He believes that extensive operations involving the 
mouth, the tongue, the jaws and the lips in mentally 
normal adult patients should be performed under 
regional anesthesia. The hand and foot may be 
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easily and simply anesthetized ; operations on these 
members should be performed under regional anes- 
thesia. The skin is easily and simply grafted under 
regional anesthesia, which is the anesthesia of 
choice. Many extensive operations on the chest, 
abdomen and extremities may be performed under 
this method. Injection of the intercostal nerves 
with osmic acid or similar substances may be of 
use in certain cases of inoperable cancer of the 
breast. The trial of local anesthesia in reducing 
deformity is urged in certain cases of fracture; 
this may prove especially valuable to the general 
practitioner. Novocain is the drug of choice; it 
should supplant cocain in regional anesthesia. The 
infiltration anesthesia of Schleich is to be aban- 
doned as entirely inadequate in the great majority 
of cases; for it is to be substituted regional anes- 
thesia as developed by Gushing, Crile, Hacken- 
bruch, Matas and especially Braun. Local anes- 
thesia should not be forced upon unwilling patients ; 
its use should not be tried in unsuitable cases; its 
limitations should be strictly observed. 

Book Notices 



Brown^s Oral Surgery. 

The Surgery of Oral Diseases and Malforma- 
tions. Their Diagnosis and Treatment. By 
George V. I. Brown, D.D.S., M.D., Oral Sur- 
geon to St. Mary's Hospital and to the Chil- 
dren's Free Hospital, Milwaukee; Professor of 
Oral Surgery, Southern Dental College, Atlanta, 
Ga. Octavo, 740 pages, with 359 engravings and 
21 plates. Cloth, ^.00, net. Lea & Febiger, 
Publishers, Philadelphia and New York, 1912. 

"The region embraced in the title of this work 
is the scene of many diverse and important oper- 
ations, such as those for hare-lip, cleft-palate, and 
the agonizing facial neuralgias. As the roof of 
the mouth is the floor of the nose, deformities of 
the upper air passages can often be removed by a 
very simple widening of the upper jaw. The auth- 
or has displayed great ingenuity and resourceful- 
ness in devising new or improved operations, and 
these are given in detail with liberal illustrations 
of their successive steps. Dr. Brown also appre- 
ciates the importance of facial appearance, and has 
shaped his operations to accomplish aesthetic as 
well as practical results. His serial pictures dem- 
onstrate a great advance in this particular over 
what was formerly thought to suffice. Most sur- 
geons have operations in this region to perform, 
and to them, as well as to dentists, and to students 
of medicine and dentistry, this work can be rec- 
ommended as presenting the whole subject in its 
latest form." 

Cheyxe and Burghard's Surgical Treatment, 
Volume I. 

A Manual of Surgical Treatment. By Sir W. 
Watson Cheyne, Bart., C.B., D.Sc, LL.D., 
F.R.C.S., F.R.S., Hon. Surgeon in Ordinary to 



H. M. the King; Senior Surgeon to King's Col- 
lege Hospital, and F. F. Burghard, M.S. 
(Lond.), F.R.C.S., Surgeon to King's CoUege 
Hospital, and Senior Surgeon to The Children's 
Hospital, Paddington Green, London. New 
(2nd) edition. Thoroughly revised and largely 
rewritten. In five volumes, containing about 
3,000 pages and illustrated with about 900 en- 
gravings. Price, cloth, $6.00, net, per volume. 
Lea & Febiger, Publishers, Philadelphia and 
New York, 1912. 

"This work will enrich every surgeon's library 
and increase his efficiency by supplying him with 
far fuller details of operations than is possible in 
general books or systems of surgery. The time and 
attention of readers are spared by the fact that the 
authors have presented CMily the procedures that 
in their vast experience have proved best, and they 
have thus been able to cover the whole field of sur- 
gical treatment in full detail, including the steps of 
operations. In writing these volumes the authors 
have endeavored to put themselves in the place of 
their readers, choosing the operation best suited 
to each case, and then presenting ever3rthing a sur- 
geon might need to know, including the after-treat- 
ment. Their work was warmly appreciated in its 
original issue, and this new edition, thoroughly re- 
vised in text, and with no less than 900 engravings, 
will receive an equally wide welcome." 

Hertzler on Tumors. 

A Treatise on Tumors. For the use of physi- 
cians and surgeons. By Arthur E. Hertzler, 
M.D., of Kansas City, Mo., Assistant Professor 
of Surgery in the University of Kansas. Oc- 
tavo, 728 pages, with 538 illustrations and 8 
plates. Cloth, $7.00, net; half Persian morocco, 
gilt top, de luxe, $9.00, net. Lea & Febiger, 
Publishers, Philadelphia and New York, 1912. 

"Approximately one-fourth of all surgical liter- 
ature is devoted to tumors. This fact alone con- 
veys some idea of the magnitude and importance 
of the subject, and should impress on the busy phy- 
sician, surgeon and specialist the impossibility of 
even beginning to read this vast mass and the great 
difficulty of finding therein any particular infor- 
mation for which he may be in search. In the vol- 
ume at hand. Dr. Hertzler has presented, in such 
proportion as his duties as teacher and consultant 
have shown to be most advisable, the experience of 
many years gained in the operating-room, the obser- 
vations of laboratory study, and the information 
gathered from the literature. To make his volume 
one of maximum utility he has, in presenting the 
subject, kept in mind the application of both the 
scientific viewpoint and clinical observation. The 
practical aspects have received strong emphasis. The 
volume is one which brings the general practitioner 
and surgeon into co-operation. It is simiptuously 
illustrated with original engravings and plates." 
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Indications for and against Operative Treatment of Simple 
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Injuries to the Spinal Cord and Treatment (Tex. S. Jour. 

Med., March, 1912). J. E. Thompson, Galveston. 
Intussusception in Children (Pa. Med. Jour., March, 1912). 

A. R. Matheny, Pittsburg. 
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THE APPENDIX FROM A GYNECOLOGI- 
CAL VIEWPOINT.* 

By Henry C. Coe, M.D., New York. 

Although I have discussed this subject in pre- 
vious papers, it is one that never loses its interest 
for the abdominal surgeon, whether his work is 
confined to the lower quadrants or embraces the 
entire cavity. It is always profitable to compare 
one's recent with his earlier experience in order to 
see if he has advanced or retrograded, since in sur- 
gery (as in life) we cannot remain stationary. The 
temptation to retrospect grows with age, and when 
I recall the fact that Fitz's first paper on appendi- 
citis did not appear until 1886 (five years after my 
graduation), that we never had our attention called 
to the appendix at the autopsy table here or abroad, 
and that Sands performed the first operation after 
diagnosing appendicitis, you will admit that I have 
lived long enough to see some advances in surgery. 

Another interesting point: During my service 
in the Woman's Hospital (1882-3) in all the cases 
of abdominal section at which I assisted I never 
once saw the appendix at the time of operation, nor 
in the too frequent autopsies which followed (con- 
ducted by Prof. William H. Welch) was it exam- 
ined or its condition noted in the exhaustive reports 
which he always wrote with his own hand. During 
the subsequent years, when I was pathologist to the 
Woman's Hospital and at the same time assistant 
to the late Dr. James B. Hunter, no one ever 
thought of looking for the appendix, least of all 
noting its relations to the pelvic organs. 

I am unable to say who first called attention to 
appendicitis as a possible complication of tubo- 
ovarian disease, but I am under the impression that 
its importance occurred to several gynecologists 
about the same time (over twenty years ago), as 
several German articles appeared at occasional in- 
tervals, soon followed by many reports of cases 

•Read before the Harvard Medical Society, April 27, 1912. 



by American observers. So much for a brief retro- 
spect. 

My mterest in the subject was early aroused, 
and as soon as I had an opportunity to operate ex- 
tensively (that is, during the past fifteen years) I 
have made it a rule to note in every instance the 
condition of the appendix in opening all abdomens, 
and especially its relation to the pelvis, whether 
normal or abnormal. Without pretending to be 
able to throw any new light on such a familiar 
theme, I venture to reiterate, in the light of mature 
experience, the statements already made. 

Its importance to the gynecologist is emphasized 
daily in the consulting room, when pain over the 
right lower quadrant means only one condition to the 
anxious patient, whose fears have perhaps been con- 
firmed by the confident opinion of her physician that 
she has appendicitis and requires an early operatiom. 
The "speed mania" prevails in surgery as well a9 
in travel by sea, land, and air, and sometimes with 
the same dire results. Hesitation on the part of 
the consultant, the expression of a desire to keep 
the patient under observation before giving a defi- 
nite opinion, are too often interpreted as due to ig- 
norance or timidity. I need not dwell on this point, 
as it is sufficiently familiar. 

I pass over the normal anatomy of the appendix 
and the many variations in its position, length, etc 
Every abdominal surgeon knows how often the 
normal appendix is found within the pelvic cavity 
(especially in cases of ptosis) and in direct contact 
with the adnexa, so that it would seem to be im- 
possible that one should be inflamed without the 
other sharing in the process. 

The relation of the normal appendix to the preg- 
nant uterus is important, and I am sure that the 
right sided pain often noted during pregnancy 
bears a close relation to disturbance of the usuatl 
position of the cecum and appendix during that 
condition, as it nearly always disappears after de- 
livery. 

Actual inflammation of the gut is, of course, ex- 
cluded. I have discussed elsewhere this serious 
complication of pregnancy and the puerperal state. 

We ought to be tolerably familiar with the path- 
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ology of appendicitis complicating pelvic affections, 
but in spite of the vast number of observations on 
the operating table there still remain several facts 
which have not been explained to the satisfaction 
of the clinician. 

The attempt to refer every pain located in the 
pelvis or in the lower quadrants of the abdomen 
to some definite lesion is characteristic of modem 
gynecology and accounts for many unsuccessful 
operations, especially in neurotic subjects. The 
late Dr. William T. Bull used to console me in my 
early days, when I lamented my high mortality, by 
his cheerful philosophy : "The surgeon who has not 
lost many patients has not had many operations.*' 
Of course, that has all been changed, but the fact 
still remains that at the present day many explora- 
tive incisions have failed to reveal the existence of 
the appendicular or tubo-ovarian disease which we 
expected to find. 

I have always held that slight impalpable intra- 
jpelvic and abdominal adhesions undoubtedly ex- 
iplained more or less well defined pains for which 
tio palpable cause could be assigned, and have dem- 
onstrated this to my own satisfaction by operation 
and by the relief of the symptoms following separa- 
tion of such adhesions without removal of any or- 
gans. It is surprising to note how often the tip 
of the appendix is caught in the pelvis, due to a 
localized peritonitis, where there has been no his- 
tory of an acute attack and the right tube is merely 
ocjcluded at its distal end (catarrhal salpingitis, per- 
haps of gonorrheal origin?). 

Apropos of the well recognized complication of 
adhesion and disease of the appendix in connection 
with tubo-ovarian abscess, I would call attention 
to the fact that it is often impossible to determine 
tlie seat of the primary infection, although I be- 
lieve that in the majority of these cases the appen- 
dix is secondarily affected. The finding of colon- 
bacilli in the contents of pus-tubes has been thought 
to indicate secondary infection of the latter. 

We have had several interesting cases of tuber- 
culosis of the appendix at Bellevue, with extension 
to the right tube. It is well known that adhesion 
of the appendix to an ovarian cyst may be the cause 
of infection in the cyst-contents, the colon bacilli 
doubtless traversing the walls of the gut and cyst, 
in the absence of a direct connection between the 
appendix and tumor by ulceration and perforation, 
a condition which has never been described, so far 
as I know. 

Collections of pus occurring within the pelvis of 
appendicular origin are rarely differentiated, as 
the conditions are so complicated that it is difficult 



to trace the primary lesion. With bilateral tubal 
disease the probability is that perforative appendi- 
citis is secondary. 

In such conditions I have even removed the ap- 
pendix with the tubal sac and exudate before recog- 
nizing it. In one case I operated through the lat- 
eral incision for perforative appendicitis and found 
it complicated with (or complicating?) ruptured 
tubal gestation. Drainage, recovery and good health 
for six years. 

In a recent case a typical primary appendicitis 
in a young girl was complicated with tubo-ovarian 
abscess on the left side (with cheesy contents) and 
a pyo-salpinx on the right. The specimens showed 
typical tuberculosis, confined to the adnexa. The 
right ovary (cystic) was resected and the patient 
made a good recovery and has menstruated twice 
without pain, though the ultimate prognosis is, of 
course, unfavorable. 

The question naturally suggests itself: Since the 
appendix is either adherent at its tip, or is merged 
with the diseased adnexa in purulent disease of the 
latter, is it not fair to assume that there is some 
risk in leaving an appendix even if only the tip 
appeared to be thickened and nodular and there is 
no evidence of perforation? 

Although only a few isolated cases have been re- 
ported (the most striking one by the late Dr. Pryor) 
in which death was traced to perforation of the 
appendix with resulting fatal peritonitis, I have al- 
ways held that it was better to be on the safe side 
and to remove the suspected part. From that to rou- 
tine appendectomy in all abdominal sections for pel- 
vic disease was a natural step and one the prac- 
tice of which I have never had occasion to regret. 

While slow to decide offhand to do a primary 
appendectomy in the absence of definite symptoms, 
and unable to comprehend why some general sur- 
geons noted for their prompt resort to the oper- 
ation oppose the simple and safe procedure in the 
hands of the gynecologist, experience has shown 
that careful examination of appendices macroscop- 
ically normal often shows epithelial and connective 
tissue changes, constriction of the lumen, etc., which 
fully justify removal. Doubtless many normal ap- 
pendices have been removed, but not so many as 
one would infer. 

Symptoms and Diagnosis. — ^As stated before the 
most troublesome cases referred to the gynecologist 
are neurotics pure and simple, who will furnish 
any history that is desired. You know them well. 
They are not confined to the young women in tlie 
higher walks, as we often encounter them at Belle- 
vue. Patients are brought in on the ambulance who 



Digitized by 



Google 



SUt, 1912 



Appendix from a Gynecological Viewpoint. 



INTERNATIONAL 
JOURNAL OP SURGERY. 



131 



give a typical history of acute appendicitis or rup- 
tured ectopic pregnancy, but on a careful exami- 
nation under anesthesia, or after exploratory in- 
cision, are found to have slight tubo-ovarian 
trouble, a small ovarian cyst with localized peri- 
tonitis or even incomplete abortion (criminal?). 
To render the case more puzzling, the pulse, tem- 
perature and leucocytosis seem to favor the diag- 
nosis. It is common fact that environment, the 
opinions of sympathizing friends (or physicians), 
and the fact that some of the patient's young 
friends had operations for appendicitis still further 
puzzle the consultant. 

Our reputation may depend upon an opinion ex- 
pressed upon a single examination in the office. 
How important then to obtain a careful history, to 
analyze the symptoms carefully, and especially to 
note the fact that dysmenorrhea, as well as more 
or less constant right sided pain, is present. The 
wisdom of repeated examinations (if necessary un- 
der anesthesia) is apparent. It is always mortify- 
f ying to remove a normal appendix, especially when 
we have committed ourselves to a diagnosis. The 
lame explanation, "slight thickening,*' "catarrhal ap- 
pendicitis" (whatever that may be), "adhesions," 
^'constriction," etc., may satisfy the patient and her 
friends, but not one's own conscience. On the 
other hand, one may find marked disease of the 
right adnexa in an unmarried woman (above all 
tubercular) indicating their removal, yet we have 
promised not to disturb them and our hands are 
tied. The fixed idea among the laity and younger 
members of the profession that surgery is a uni- 
versal panacea for ills of the flesh is doing a great 
deal of harm. How often must one reiterate the 
truth that recovery from an operation is not syn- 
onymous with cure! We expect the former, but 
the latter is too often purely a matter of conjecture. 
Of what avail ijs it to lose one's organs if the same 
symptoms persist? 

Acute perforative appendicitis as a complication 
of pelvic affections is rare for the reason, already 
stated, that disease of the appendix is usually sec- 
ondary to salpingo-oophoritis. Hence the gynecol- 
ogist ordinarily encounters so-called "subacute" or 
"chronic" cases, in which there is a history of re- 
peated attacks. It is often difficult to obtain such 
a history, the patient referring all her troubles to 
the last attack, while the condition found at oper- 
ation clearly shows that it is of long standing. The 
history of gonorrheal (or septic) infection is often 
obscure; the patient (as we find at Bellevue) either 
forgets or conceals important facts. The presence 
of bilateral disease of the adnexa is commonly sup- 



posed to point directly to previous infection. This 
is not always true, for we not infrequently enucle- 
ate from a mass of adhesions on the left side a 
fairly normal tube and ovary, while those on the 
right are hopelessly diseased. 

Emphasis has been laid on the fact that intes- 
tinal symptoms are marked' in the presence of ap- 
pendicular complications, as supported by the his- 
tory and high location of the pain above the so- 
called ovarian region, but the same phenomena may 
accompany omental and intestinal adhesions, while 
the appendix is found high up in the iliac fossa. 
One can, at the best, only suspect accompanying in- 
volvement of the appendix by the presence of pain 
and tension at or below McBurney's point, extend- 
ing down into the pelvis and accompanied by an 
intrapelvic mass to the right of the uterus reach- 
ing upward above the pelvic brim. 

Even here we may be at fault. In fact, I have 
usually found abdominal palpation of little use in 
these cases, since the appendix is drawn down into 
the pelvis and is inaccessible from above. At the 
best it is rather an inference than a certainty. 

The differential diagnosis of acute appendicitis 
from pelvic disorders is interesting. From this cat- 
^ory I exclude all lesions above the pelvic brim. 

The modem practitioner is on the lookout for 
ectopic and appendix troubles, and I am happy to 
add that as regards my own students I am proud to 
say that they have not made many errors, especially 
with regard to the latter condition. It is a hopeful 
evidence of the practical value of medical educa- 
tion that doctors are alive to the importance of the 
early recognition of these two serious surgical emer- 
gencies. 

The diagnosis is not always easy in the absence 
of a clear history (and in ectopic the exceptions are 
more numerous than the rules), and I have myself 
been not seldom led astray. I have usually in- 
ferred the presence of perforative appendix from 
a history of acute abdominal pain, at first diffuse, 
then localized, with vomiting, rise of temperature 
and local rigidity, even though the pulse was not 
notably accelerated. On the contrary, ruptured ec- 
topic gestation (when a history can be obtained, 
which is not always possible in ambulance cases) 
is preceded by a history of irregular menstruation, 
localized pain from the outset, evidences of internal 
hemorrhage, low temperature, rapid and feeble 
pulse, and absence of rigidity over the right lower 
quadrant. A high leucocytosis and polymorpho- 
nuclear percentage point to appendicitis, though it 
is a curious fact that marked leucocytic increase 
may attend rupture of a tubal sac, dropping after- 
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ward to rise ag^iin with the secondary peritonitis. 
The co-existence of both conditions should be borne 
in mind, as in a case in which through the right 
rectus incision I removed both a suppurating ap- 
pendix and a ruptured tubal sac, the symptoms all 
pointing to the former condition. Torsion of an 
ovarian cyst, less often of that of a pedunculated 
fibroid, is often accompanied by acute symptoms — 
local pain, tenderness, elevation of temperature, 
rapid pulse, even collapse, while peritonitis rapidly 
develops. I have mistaken this accident for acute 
appendicitis, and vice versa, especially when I had 
never examined the patient before. The cyst is 
circumscribed, fluctuating and can be palpated 
easily per vaginam (or bimanually, if it is suffi- 
ciently large), and usually presents distinct fluctu- 
ation, unless it is a dermoid. 

Colitis is a condition often observed by the gyne- 
cologist, -primary or in connection with pelvic dis- 
orders. The symptoms may quite overshadow those 
due to the latter. It goes without saying that one 
should never overlook medical diseases by allowing 
his attention to be focused on the uterus and ad- 
nexa. 

I have omitted reports of illustrative cases in 
order to condense my remarks as much as possible. 

I do not know that it is necessary to dwell upon 
the surgical side of this subject as it is too familiar. 
My own practice with regard to removal of the ap- 
pendix whenever I open the abdomen is well known. 
I do it as a routine measure in every case, unless 
the condition of the patient is such as to forbid 
delay or the appendix is atrophied and harmless. 
I have been impelled to do this by the fact that it 
has been necessary for myself or other surgeons to 
operate subsequently for acute appendicitis — ^in one 
instance ten years after a hysterectomy for fibroid. 
If the appendix is adherent or diseased the indi- 
cation seems to be clear. No bad result has followed 
in about 800 cases and I have never yet known a 
patient to make any objection; in fact now they 
often stipulate that it shall be removed. I cannot 
quite understand the attitude of some general sur- 
geons to take exception to appendectomy during 
the course of an operation on the uterus or adnexa, 
when they are so ready to perform the primary 
operation on the slightest suspicion of trouble in 
this region. It may be a rebuke to the "progressive" 
tendency of gynecologists, to use a familiar polit- 
ical term. 

In view of the admitted frequency of appendic- 
ular and right tubo-ovarian disease, I desire to call 
attention to the fact that the surgeon who operates 
for appendicitis by the usual incision should never 



omit palpation of the adnexa. I do not wish to 
criticize my confreres, the general surgeons, but I 
have so often seen a successful appendix operation 
absolutely fail to relieve the patient's pain, which 
was really due to a diseased tube or ovary that 
was left behind, that it is my own habit to palpate 
the pelvis before looking for the appendix. Unex- 
pected conditions are often found. Even the risk 
of incurring a suit for malpractice (as occurred in 
the case of a well-known surgeon) would never 
deter me from removing a diseased tube and ovary 
with the appendix. The possibility of co-existing 
disease must always be borne in mind. 

It has been objected that the oblique or right 
rectus incision does not allow easy access to the 
pelvis. I have not found this to be the case, pro- 
vided that the incision is extended sufficiently far 
downward. In fact, I had no difficulty while oper- 
ating for right inguinal hernia in removing through 
the ordinary incision the appendix, a small fibroid, 
and a dermoid cyst of the left ovary, the size of a 
tennis ball. 

SUMMARY. 

The appendix possesses a peculiar interest for 
the gynecologist from the point of diagnosis quite 
as much as of treatment. Its frequent close rela- 
tion to the right adnexa leads to concomitant dis- 
ease of the organs, as a rule primarily in the pdvis. 
Pain in the right lower quadrant may be due to 
appendicitis, to tubo-ovarian disease per se, or to 
both. It is difficult to diflFerentiate them except by 
a clear history of preceding pelvic or appendicular 
inflammation. In a t3rpical case of combined in- 
flammatory trouble, pain at or below McBumey's 
point may radiate into the pelvis. This pain is 
worse during menstruation and is unilateral. Ab- 
dominal palpation is usually negative, as the ap- 
pendix is drawn down into the pelvis, where a mass 
will be felt at or below the right uterine comua. 

In an acute case with fluctuation and the evi- 
dences of suppuration, it is advisable to incise per 
vaginam and drain, if the abscess is easily access- 
ible, deferring a radical operation. But with urgent 
symptoms pointing to the appendicular r^on, the 
right lateral incision may be made at once and both 
appendix and tubo-ovarian abscess removed. 

If necessary, the left adnexa can be removed 
through the same incision, though less easily than 
by the median. In the female through-and-through 
drainage per vaginam offers special advantages. In 
every operation for appendicitis in women, the con- 
dition of the right tube and ovary should be ascer- 
tained, if this can be done without risk of disturb- 
ing protective adhesions, especially when the ap- 
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pendix is adherent within the pelvis. The appen- 
dix should be examined in every case of abdominal 
section, when it is accessible, and should be re- 
moved unless it is atrophied or the condition of the 
patient forbids it. 
8 W. 76th street. 

SOME OBSERVATIONS ON THE VAGI- 
NAL REMOVAL OF SUBMUCOUS 
FIBROIDS. 

By Samuel W. Bandler, M.D., New York. 

Adjunct Professor of Gynecology in the New York Post- 
Graduate Medical School and Hospital. 

A very essential preliminary to this vaginal 
operation is the making of an inverted T-shaped 
incision in the anterior fornix by the aid of which 
the bladder is completely separated from the an- 
terior wall of the uterus and from the anterior 
vaginal wall. This permits of displacement, by 
an introduced speculum, of the bladder and the 
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lowest ends of the ureters from the immediate field 
of operation and from danger and injury and gives, 
when the transverse part of the T-shaped incision 
is continued completely around the cervix, a very 
large space through which the subsequent operation 
may be carried out. 
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This inverted T-shaped incision, combined with 
the longitudinal splitting of the uterus from the 
cervix upward, including, if necessary, splitting 
of both the anterior and posterior walls, is a very 
ready means of approaching and attacking smaller 
or larger fibroids of the uterus, especially sub- 
mucous fibroids. By it the tumor may be removed 
without complete hemisection of the uterus, which 
may be sewed together again with quite the same 
certainty of union that is expected and obtained 
after either abdominal or vaginal Cesarean section. 

Splitting of the uterus is a very valuable and 
ready aid to its complete removal by the vaginal 
route. It permits of the delivery of either half of 
the organ in succession into the vagina, the other 
being temporarily pushed back into the peritoneal 
cavity. The uterus when split in two in the median 
line bleeds very little. Forceps or volsella applied 



If in the removal of large fibroids by this 
method the uterus must be completely divided, or 
if morcellement is practiced, or if after removal of 
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to the vaginally delivered half of the uterine struc- 
ture from the fundus to the cervix permit of liga- 
tion of the broad ligament or of the ready applica- 
tion bi clamps from above downwards or from be- 
low upwards. In this way either the uterus alone 
may be removed or the uterus together with the 
adnexa and, with any desired area of the broad liga- 
ment in its upper two-thirds. 
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the tumor with much uterine tissue a useless or- 
gan remains, then there are left two halves of a 
uterus composed mainly of that area closely at- 
tached to the broad ligament. 

Fi^re i shows the early stages of the opera- 
tion, with the bladder held away from the field of 
operation, and the uterus held by a number of 
volsella; the posterior wall of the cervix has been 
split up to the internal os ; above is seen the lower 
end of a submucous fibroid tumor. 

Figure 2 shows the splitting of the anterior wall 
of the uterus continued upward for a considerable 
extent. The lateral borders of the incised uterus 
have been grasped by volsella and the tumor itself 
by successively applied forceps which pull it more 
and more down into view. The finger is intro- 
duced between the fibroid and the surrounding 
uterus, and blunt dissection between the two is car- 
ried on to the greatest possible extent. The tumor 
mass is continually diminished in size by the ex- 
section of small or large pieces practiced with the 
long-curved scissors, and at the same time if it is 
seen that the uterus cannot be saved, or if there is 
no desire to preserve it, or if it is too large to be 
of any use, the lateral margins of thfi^incised uterus 
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are cut away and further exposure of the field is 
obtained in this fashion. 

In figure 3 these two steps are illustrated in the 
actual process of the operation. When the tumor 
has been diminished to the greatest possible extent, 
still higher areas of the uterus are grasped. The 



Fio. 6. 

longitudinal incision in the wall is still further in- 
creased, and by still further attempts at Iblunt 
dissection considerable separation between the 
uterus and the tumor is obtained. Finally, as 
shown in figure 4, the fundus uteri is reached, the 
dissecting finger is passed down betwen the sub- 
mucous fibroid and the posterior uterine wall, and 
the tumor is almost ready to be entirely extracted. 

If we picture figure 5 with the tumor removed 
we are left with a uterus, the anterior wall of 
which has been incised from the cervix up to the 
fundus, and the posterior wall up to the internal 
OS. If there has been no great removal of or in- 
jury to the uterine tissue along the lateral wall of 
the longitudinal incision, it will be readily seen that 
the two halves can be sewn together and a well 
functionating uterus can be obtained. 

If, as stated above, too much of this tissue has 
been removed, or if the uterus is too large to be re- 
tained, or if there is no desire for its retention, 
the incision is continued from above downwards or 



from below upward along the entire posterior 
uterine wall and two uterine halves result. Then 
the one half is pushed back into the peritoneal 
cavity, while the other is pulled out into the 
vagina and before the vulva. 

Figure 6 shows how easy it now is to separate 
this delivered half of the uterus from its attach- 
ment to the broad- ligament, with or without the 
tube and ovary, by ligating from above downward 
or from below upward or by applying clamps in 
these two directions. 

Hemisection of the uterus thus makes mor- 
cellement a more simple procedure and renders 
vaginal hysterectomy a most valuable means of re- 
moving a fibroid, provided the uterus is not too 
large, and the tumors are not multiple and do not 
extend too far up in the pelvis. 



CIRCUMCISION IN GIRLS. 

By Robert T. Morris, M.D., 

Professor of Surgery in the New York Post Graduate 
Medical School. 

Nature seems to have rather definite plans relat- 
ing to the development of species in the organic 
world. Development is limited and when certain 
stages have been reached decadence begins. In 
plant life when a flower of a certain species is car- 
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ried to the highest stage of development agree- 
able to nature, there is a tendency for doubling to 
occur. Degeneration of sexual organs follows and 
the flower loses its capacity to continue propagation 
of its kind. 

In the human species the degree of development 
allowed by nature seems to be reached at diflFerent 
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stages with different races before decadence of sex- 
ual apparatus begins and gives indication that na- 
ture cares to go no farther, or little farther with 
members of that particular family. 

One of the stigmata of decadence consists in lack 
of full development of the glans of the clitoris; 
normal cleavage does not take place between clito- 
ris and prepuce and the prepuce remains adherent. 
This condition is apt to be found in cases of incom- 
plete development of the mammary glands and of 
other parts of the sexual apparatus. The adherent 
prepuce may or may not be of consequence. The ma- 
jority of women probably never know whether the 
prepuce is adherent or not. In some cases, how- 
ever, girls suffer from preputial adhesions in the 
same way that boys suffer. Girls apparently re- 
quire circumcision as often as boys do and for the 
same general reasons. 

In any given case in which the physician decides 
that an irritable prepuce causes local or reflex dis- 
turbances in a child, calling for attention, simple 
separation of the prepuce from adhesions does not 



until the sutures have become absorbed. Fig. 3 
shows the completed operation. 
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suffice. Re-adhesion is apt to occur, and usually 
does occur, sometimes with the effect of causing 
more disturbance than was originally present. It is 
best to give the patient a general anesthetic and 
perform circumcision, taking off a large fold of 
mucous membrane as shown in Fig. i. The mar- 
gins A A are then united with a suture. The 
next step consists in uniting margins BB with su- 
tures. If the wound is then dusted with aristol and 
a compression pad applied for a few hours, with a 
T bandage to stop oozing, very little further treat- 
ment is needed aside from the requirements of 
ordinary neatness, bathing with boric acid solution 



Fig. 8. 

This operation is one which belongs essentially 
to the field of the woman physician. 

THE SINGLE STITCH PERINEOR- 
RHAPHY. 

By Ralph Walix), M.D., New York. 

Lacerations of the recto-vaginal septum due to 
parturition or other violence, as injuries from fall- 
ing on pointed objects and expulsion of tumors, 
have been recognized for a very long time, but I am 
unable to find mention of operations for their re- 
pair before the time of Ambroise Pare. Since then 
many able surgeons have devised and successfully 
performed operations for this most serious condi- 
tion, and not a few of them have given what they 
believed to be good anatomical reasons for the dis- 
agreeable symptoms produced by lacerations of the 
perineum. Without going into detail it is sufficient 
to state that the explanation advanced by careful 
observers regarding the well-recognized symptoms 
have been and are still at variance, so much so that 
it is safe to say that the object of the remote opera- 
tion is not simply to stitch together parts that have 
been ruptured, but also the cure of the condition 
or conditions that have as a cause a partial or com- 
plete rupture of the recto-vaginal septum. 

At this point, without going into an elaborate 
description of the anatomy and physiology of the 
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recto-vaginal sq)tum, it is well to call attention to 
a few cardinal points. 

1. It gives support to the anterior wall of the 
rectum and the posterior wall of the vagina. 

2. Indirectly it supports the anterior wall of 
the vagina, due to the fact that the anterior and 
posterior walls lie in contact with each other, and 
the lower part of the recto-vaginal septum is held 
forward by the levator ani muscle. 

3. It does not support the uterus. If it did, 
the more extensive the rupture the more complete 
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would be the prolapse. The clinical fact remains 
that with complete rupture so that fecal incontin- 
ence exists, it is very seldom that we have de- 
scensus even in the first degree. 

For a long time there was a bitter controversy 
as to when the perineum should be operated upon. 
One side claimed that an operation should not be 
performed until the parts had thoroughly healed, 
another that it should be immediately done, and 
still another that it should never be resorted to ex- 
cepting where the rectum was injured and incon- 
tinence of feces existed. At present I know of no 
competent observer who does not advise immediate 
operation, except in very rare instances where the 
woman is in such a weak condition that her life 
would be jeopardized by the procedure. Still large 
numbers of women continue to present themselves 
who require operations on the recto-vaginal sep- 



tum, the laceration having existed for months or 
years. 

As to the technic of the immediate operation 
there is little question, except as regards the suture 
material. One uses silver wire, another silk, an- 
other silkworm gut, and another catgut. I employ 
the last-named, and use as many sutures as are re- 
quired to hold the parts together. In a very large 
percentage of cases primary union takes place and 
usually there is no new rupture at subsequent 
labors. 

A few months or years after laceration of the rec- 
to-vaginal septum, where the muscular fibers have 
separated, although the skin may not be involved, 
you will find, depending upon the extent of the 
tear, incontinence of feces or rectocele. Later 
there may or may not be cystocele, and descensus 
uteri in either the first, second or third degrees, 
with all of the accompanying symptoms. 

The operation under consideration is for the re- 
pair of the recto-vaginal septum when associated 
with rectocele and not for the direct relief of cys- 
tocele or descensus uteri, and furthermore it is not 
indicated where there is complete laceration of the 
perineal body with incontinence of feces. Here 
the indications are different and other methods are 
required. 

Forty-eight hours before operating the patient 
is given a cathartic. If it is given the night before 
it is not uncommon to have an evacuation of feces 
on the operating table. If the operation is to be 
performed in the morning a full enema of soap and 
water is given the night before. If it is to be done 
during the afternoon the enema is administered 
in the morning of the same day. 

The night before operating the external genitals 
are shaved and a bichloride douche of 1 15000 is 
given. 

At the time of the operation the patient is placed 
on her back with her feet in Edebohl's leg holders, 
so that there is a good light on the perineum. 
The external genitals and vagina are again 
thoroughly washed with green soap, a piece of gauze 
held with forceps being used and not a brush, 
which is apt to be either too soft or too hard, 
and in the latter case the parts are frequently 
abraded. Then an antiseptic douche, followed by 
one of sterile water, is given. The feet, legs and 
neighboring parts are covered with sterile towels, 
and everything is in readiness for the operation. 

Sit with your face toward the perineum, the 

first assistant at your right, a nurse at your left, 

and a second assistant to handle the instruments 

that are placed on the table at youF4eft, at the side 
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of the patient. Take three bullet forceps or tena- 
cula, and with the first grasp the mucous mem- 
brane of the vagina a little above the most promi- 
nent part of the rectocele (Fig. 2), but at a point 
where you can easily draw it down to the integu- 
ment in the median line posteriorly. If the recto- 
cele is large be sure not to go nearer than three 
inches from the attachment of the vagina to the 
posterior wall of the cervix. This can easily be 
measured with the index finger. With the second 
pair of forceps grasp the mucosa to your right, 
at its junction with the integument, at a point 
abreast of the last caruncle or cicatrix that you 



median line posteriorly (Fig. 2). Turn the scis- 
sors in such manner that their concavity is toward 
the vagina, so as to be sure not to wound the 
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rectum, especially as you reach the upper portion 
of the surface to be denuded. Gradually push the 
scissors first to the right, every little while opening 
the blades and partially withdrawing them, closing 
and again advancing until the forceps are reached. 
Proceed the same to the left and then up the median 
line, opening the scissors wider and wider until the 
entire surface is separated from the underlying tis- 
sues, and still there is only a small opening where 
the instrument entered. In separating the mucosa 
be sure to extend well up into the angles at each 



Fio. 2. 

will find marking the point from which the rupture 
has extended. Place the third forceps at a corre- 
sponding point on the opposite side. It will be seen 
that a field is marked out similar to the one in 
Hegar's operation. The forceps attached in the 
vagina and those to your left are given to the 
nurse, and the one to the right to the first assistant. 
The assistant still has one hand free with which to 
sponge. The handle of the upper forceps passes 
over the clitoris, and slight traction is made in an 
upward direction, as well as from the median line 
on each of the lateral forceps (Fig. 2). 

The left index is introduced into the rectum and 
kept there until the operation is completed. With 
long, blunt-pointed uterine scissors, curved on the 
flat, cut a small opening through the mucous mem- 
brane at its junction with the integument in the 
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side of the vagina. If there are old cicatrices, oc- 
casionally you will find a few points that will have 
to be divided. ^ t 
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Remove the scissors and divide the mucous mem- 
brane at its line of attachment to the integument, 
between the two lower forceps (Fig. 3) ; then be- 
tween the forceps at your right and those at- 
tached in the vagina, not running in a straight line, 
but curving with the convexity to your right. The 
mucosa should not be incised as far to the right 
as it has been separated from the underlying tissues, 
but should be allowed to project about a quarter of 
an inch. There may be one or two small blood- 
vessels to clamp. The flap which remains is at- 
tached to the left, between the forceps to the left 
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of those in the vagina. It may be slightly adherent 
at points to the underlying structures, from which 
it is easily separated with the left thumb, the index 
finger of this hand still remaining in the rectum. 
The flap is now removed, leaving a divided surface 
on the left side similar to the one on the right. It 
may be necessary to clamp a small vessel or two. 
Now you have a denuded surface extending along 
the junction between the mucous membrane and 
the integument in a curved line betwen the external 
forceps, and also in the curved lines up the vaginal 
walls on both sides, with the concavity of each line 
toward the median line. If there is free oozing 
pressure with a sponge will stop it. 

A piece of No. 3 catgut chromicized, about two 
feet long, is threaded in a full curved Hagedom 
needle, three inches long. It is introduced into the 
int^fument a quarter of an inch from the denuded 



surface, and about an eighth of an inch above the 
forceps at your right, and is passed so as to in- 
clude as much muscle as possible, keeping outside 
the denuded area and emerging just above the for- 
ceps in the vagina (Fig. 4). The needle again en- 
ters the mucosa at about an eighth of an inch from 
its exit, above the forceps in the vagina, and passes 
-down, remaining buried in the tissues and coming 
out on the integument, a quarter of an inch from 
the denuded surface at a point (Fig. 4) midway 
between the posterior median line and the forceps 
to your left. Re-enter at a corresponding point to 
your right (Fig. 4) and pass up, keeping the needle 
buried to the point of exit just above the forceps 
in the vagina (Fig. 4). Again enter, but not at 
exactly the same point, and come down to a point 
on the integument a quarter of an inch from the 
denuded surface, and about one-eighth of an inch 
above the forceps at your left (Fig. 4). 

The forceps and clamps are now removed and, 
as a rule, there will be no bleeding, but if there is, 
it will be necessary to use fine catgut ligatures. 
The suture is in place, and you will find that there 
is a loop posteriorly and two ends opposite the 
points where you have removed the two lower 
bullet forceps. Draw up the suture and tie the. 
free ends (Fig. 5), but not too tightly, and the 
wound will be closed. In rare instances you may 
find it necessary to use a superficial stitch. 

This stitch was first suggested to me by Dr. 
Clement Cleveland's figure of eight suture, of 
which it is a modification. 

The patient is put to bed, without a pad on the 
perineum, for I know of no easier way to infect 
a perineum that has been operated upon than to in- 
clude it and the anus in the same dressing. She is 
allowed to pass urine if she can and the bowels are 
kept fairly loose. Each time after the urine has 
been passed or there has been a movement from 
the bowels, the labia are separated and a mild 
antiseptic solution is poured over the parts. 

This cures the rectocele and gives a good and 
permanent perineal body. The cardinal points of 
the operation are: 

1. It runs well up the posterior vaginal wall 
and into the angles. 

2. It removes the entire thickness of the mucosa 
down to the muscle and fascia. 

While I do not consider time of the greatest 
importance in an operation, still, other things be- 
ing equal, the shorter the period a patient is under 
the influence of an anesthetic the better. This 
procedure seldom requires more than ten minutes, 
and frequently less. /^^ t 
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If only the superficial layers of the mucosa are 
removed (though primary union takes place), at 
the expiration of a few weeks or months it will 
stretch out, so that in many instances the condition 
is as bad as it was before the operation was done. 
It is correct to pass the needles" deep into the 
tissues, so as to get the retracted ends of the rup- 
tured muscle, but tissues that have not been de- 
nuded will not unite. 

This operation was first described by me in the 
International Journal of Surgery, in May 1899, and 
since then I have performed it a large number of 
times. 

When the laceration is extensive and the muscles 
are widely separated, a suture of plain catgut (No. 
2) is so applied as to hold the muscles together in 
the middle of the denuded surface. This buried 
suture is the only essential change that has been 
made. 

54 West Seventy-first Street. 

STERILITY: 
Lesser Semen Defects and Minor Lesions of the 
Female Generative Tract as Causative 
Factors. 

By William H. Gary, M.D., Brooklyn, N. Y. 

The preliminary gynecological examination fre- 
quently fails to disclose any lesion to which ster- 
ility can be positively attributed. Occasionally 
pathological conditions exist which are frankly pro- 
hibitive to fertility, but this evening I wish to in- 
vite your attention more particularly to the lesser 
abnormalities of the semen and the minor lesions 
of the female generative tract and the relation these 
defects bear to fertility. Often their responsibility 
must be determined by exclusion. 

This subject is pertinent because a patient who 
suffers from acute or chronic pain seldom seeks re- 
lief primarily for sterility, for she has usually cor- 
rectly attributed her barrenness to the condition 
which caused her symptoms. In an unhappily mar- 
ried woman sterility is generally voluntary. More 
often it is the woman believing herself healthy, 
with normal marital relations, who brings this prob- 
lem to the physician. There is no other pelvic ques- 
tion which requires more minute knowledge of a 
special subject, together with a keen appreciation 
of what is normal, and a clear understanding of 
cause and eflfect, in order to offer an intelligent 
prognosis and to insure patient legitimate treatment, 
or to protect her from meddlesome measures. 

Impregnation depends upon the following condi- 
tions: The male element must contain a normal 



number of active spermatozoa suspended in a sem- 
inal fluid conducive to maintaining their life and ac- 
tivity, and must be delivered within the vagina. The 
ovaries must be competent to produce and liberate 
a healthy ovum. The female generative tract must 
sustain the life of the spermatozoon and the ovum, 
favor their ultimate union, and nourish the growth. 
In general the subject will be discussed in its phy- 
siological steps rather than by attempting to follow 
the usual didactic classifications. 

SEMEN defects; DETERMINATION OF FECUNDATING 
ABILITY. 

Until recently gynecologists were slow in recog- 
nizing how frequently the male is responsible for 
sterility. The fact is now being emphasized, and 




Fig. 1. Immalure types. A, Intermediate stages. B. lacce round 
head without nucleus. C, same type with blunt tall. I), Leucocyte for 
comparison of size. Found In defective specimens due sometimes to 
too great sexual actWlty. 

a review of the literature shows that those best 
qualified to judge have placed the proportion of 
cases in which the male is responsible at surpris- 
ingly high figures; in foreign countries it ranges 
from the 70 per cent, of Vedeler to the 40 per 
cent, of Kehrer. In this cotmtry the consensus of 
opinion places the percentage at about 20 per cent. 
The high figure of Vedeler is due to the fact that it 
covers cases in which the husband is directly and 
indirectly responsible. It follows that if we would 
attain an ideal we are ready to affirm the opinion 
of J. Marion Sims, who, as early as 1869, questioned 
the surgeon's right to perform anv^perations upon 
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the female, or to institute any treatment whatever, 
with the view of the cure of sterility until the fer- 
tility of the male had been demonstrated. Cursory 
questioning will not determine this except in those 
rare cases classiiied under impotentia coeundi, 
more generally referred to as impotence. 

The semen must be examined* and the condi- 
tions of its fecundating elements ascertained. The 
writer has made this subject, especially the minor 
semen defects, a matter of considerable study. 
This has confirmed the estimates of the frequency 
of male sterility. It has shown that the accurate 
estimation of the productiveness of the semen does 




Fig. 2. Headless and tailless forms found in great numbers in some 
defective specimens. A, probably a degenerating form. 

not depend entirely upon determining the presence 
of spermatozoa, but also upon the recognition of 
the imperfect spermatozoon. It may not depend 
alone upon azoospermia (according to Kehrer in 
21 per cent.), but the fertility of the semen may 
be greatly impaired by immaturity of the fecundat- 
ing cells (Fig. i). Such cases are not rare. Its 
fertility may also be much reduced by deformities 
of the spermatozoa (Fig. 2). Ordinarily no one 
variety of deformity is peculiar to a given speci- 
men. Their occurrence is due either to a func- 
tional derangement of the testes or they may re- 
sult from degeneration, occurring after the libera- 
tion of the spermatozoa from the testes. Accom- 
panying either the change in form or immaturity 

1 Methods of examination are taken up in detail by me in 
another paper ready for publication. 



there is usually found a reduction in the number 
of spermatozoa (oligospermia). 

The spermatozoa must be active or motile. In- 
activity, dependent upon too great density of the 
semen, is corrected by the addition of saline and 
this may also be accomplished by dilution with the 
female secretions, and therefore does not necessar- 
ily involve sterility. If a fresh specimen, properly 
secured, shows inactivity or sluggish motion of the 



Fig. 8. Defective specimen sketched two hours after emission; 
well preserved. Thin and little sediment. Total number of spermatoioa 
reduced; one In three active. Deformed. Immature and degenerate 
forms. 

spermatozoa after the addition of warm saline, it 
is probably not capable of fertilizing the ovum. 
There must be not only motility, but the conditions 
of the liquor seminis and the spermatozoa must be 
such as to sustain their activity a few hours, as- 
suring their ability to reach the Fallopian tube and 
to functionate. The specimen must be kept at a prop- 
er temperature, that of the body, and promptly reach 
the miscroscope and be examined from time to 
time to determine the persistence of activity.- 

DEFORMITY OF THE VAGINA; PRELIMINARY STUDY 
OF ITS SECRETIONS. 

We are now ready to consider the female re-- 
ceptacle of the semen — the vagina. Gross deform- 
ities, as imperforate hymen and atresia, will be 
passed by to call attention to the less noticeable 
condition of shortened vagina with relaxed outlet, 
sometimes associated with displacement of the 
uterus. The effect of this anatomical error is, of 
course, only relative because we must consider the 
significant fact that nature has produced thous- 
ands of spermatozoa that one may survive to per- 
form its entire function. This anatomical condi- 

2 1 have In summer weather, noted continuance of ac- 
tivity of the spermatozoa twenty hours after securing spe-i 
cimen. No special measures were taken tjLjreserve l^at. 
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tion is less favorable than the normal, however, 
for most of the seminal discharge is immediately 
expelled. This is especially true if the upright 
position be assumed or cleansing be attempted im- 
mediately after coitus. In these cases pregnancy 
sometimes follows if steps be taken to favor the 
retention of the semen in the vaginal vault. 

Pathological conditions of the vaginal secretion 
undoubtedly play some role in sterility due to their 



Fig. 4. Elements which may be found in microscopical examinailon 
or the semen. 



6. The secretions within the vagina are ren- 
dered acid by the action of bacilli normally pres- 
ent. Tests (Doderlein's) indicate that the secre- 
tions at the time of their production are very faint- 
ly acid or perhaps alkaline in reaction. 

7. Judging from limited study it seems prob- 
able that the acidity of the secretion of the vaginal 
dome is decreased or, indeed, completely reduced 
by the outpour of vaginal or cervical secretion in- 
cident to eroticism. 

8. The acidity of the secretions of the vulva 
and vagina is diminished or neutralized by the al- 
kalinity of purulent processes. Marked catarrhal 
conditions, non-purulent in character, seem to in- 
crease the normal reactions. 

9. The secretion of the vagina is rendered toxic 
to the spermatozoa by the presence of pus and its 
toxins. 

10. The acidity of the vaginal secretion is re- 
duced by catarrhal conditions of the cervix re- 
sulting in a constant outpour of alkaline secretions 
into the vaginal vault. 

Cukor ( I ) made a study of the chemistry of the 
secretions of the cervix and vagina, especially in 
reference to their bactericidal properties. He found 
the alkalinity of the former to be due to sodium 
hydroxide and the acidity of the vaginal secretion 
to depend normally upon lactic acid, the free acid 



possible adverse effect upon the semen. In a series 
of fifty cases the writer has studied the chemical 
reactions of the vagina and cervix. As a prelimi- 
nary statement it may be said : 

1. The reaction of the secretions of the vulva 
and vagina is acid; that of the cervix, alkaline. 
This is true in both virgin and married. 

2. In normal, easily impregnated women the 
secretion of the vulva is more acid than that of the 
vagina, and that of the vault less acid than the 
outlet. There is, therefore, decreasing acidity from 
without inward, becoming alkaline at the cervix. 
It is probable that in the absence of nervous 
stimuli the spermatozoon is influenced by chemical 
means; fleeing from its antagonistic medium at the 
vulva and vagina it approaches its congenial exist- 
ence within the cervix. 

3. In general this reaction is maintained 
throughout pregnancy. 

4. It is only temporarily affected by douches. 

5. In so far as can be ascertained the reaction is 
not altered by the nearness of the menses, although 
the alkalinity of the sanguinous flow temporarily 
renders the secretions of the vagina and vulva al- 
kaline. 



/ 



Fig. 5. Cross-section of seminiferous tubules of a mouse X 360. 
Observe that the nuclei of the spermatids (below on the lefl), at first 
round, become oval (above) and are transformed (below on the right) 
into the heads of the seminal filaments. Technic No. 147. (Stobr). 

and also the combined lactate, due to the presence 
of the cerv^ical secretions in the vagina. From 
tests made, the percentage of total acidity within 
the vagina was found to be 0.9 per cent. 

The writer has made observations^ as to the in- 
fluence of lactic acid and sodium hydrate solutions 
upon the action of the spermatozoa when these 

3 These observations are best made by the low power 1-6 
lens. A cover-glass should not be used. For the study of 
the morphology of the cells in a specimen a cover-elass 
should be employed and the oil Immersion lens utilised. The 
dark field method, while spectacular, does not assist. For 
methods of staining: see Univ. Penn. Med. Bull., Mch., 1902 
p. 3. Article by Martin, Carnett, Levi, and Pennington. ' 
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chemicals were introduced within the seminal dis- 
charge. At present they would seem to justify the 
following statements. 

a. When a weak lactic acid solution (0.5 per 
cent.) is added to a given quantity of semen the 
action of the spermatozoa is not markedly in- 
fluenced until enough is added to reduce the al- 
kalinity of the semen and render the mixture acid, 
at which time the activity of the spermatozoa is re- 



FiG. 6. Seven stages of the coaversion of a spermatic cell iDlo a 
bpermatozoon (Meves). Fl?s. a to f : Zs. cell conteats; K, Qucleus: 
PC. proximal central body: DC. distal central body: SI*, tall piece. 
FlK. g, head piece; Elcn, neck : Vst, juuctiou piece; list, main piece; 
Est, end piece. 

tarded and soon entirely ceases. Very faint acid 
reaction, however, does not immediately stop 
activity. 

&. If the alkalinity of the semen be greatly in- 
creased by the addition of sodium hydrate solu- 
tion (0.5 per cent.), the activity of the sperma- 
tozoa ceases. If the alkaline reaction be but 
faintly increased the activity of the cells seems at 
first retarded and later accelerated. 

c. If to a line of semen, ^ inch long upon a 
glass slide, there be cautiously added at one end a 
drop of I per cent, lactic acid and at the other a 
drop of I per cent, sodium hydrate, observations 
made at once will show that, while at each pole 



cellular activity will have ceased, due to hyper- 
reaction, there is a general tendency of cellular mo- 
tion toward the alkaline end. This seems to hold 
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FiQ. 7. Human spermatozoa on the flat and in profile. After 
Bramman. from Schafer. Those on the right have adhering protoplasm. 
The tail is only partly shown in the two seen in profile. (Meischer, 
Histochem. u. Physiol. Arbeit, Vol. II, Leipslg, 1897). 

good m about eight out of ten active spermatozoa. 
Examination must be made at once as the acid and 
alkali soon combine and the effect is lost. 

d. Spermatozoa remain active in the thick 
mucus of the vagina as long as the semen is in ex- 
cess and the alkalinity of the combined substances 
exists. This continues even in a faint acid reac- 
tion, but activity of the sperm cells ceases when 
so small an amount of semen is added to the 
vaginal mucus that the mixture remains acid. , 

DEFORMITY OF THE CERVIX AND DISEASES OF THE 
ENDOMETRIUM. 

Assuming that normal semen has been deposited 
in a vagina favorable in reaction, non-toxic, and 
correct anatomically, and putting aside the irrele- 
vant question as to the meeting place of the ovum 
and spermatozoon, it is obvious that to complete 
impregnation the living sperm cell must pass the 
cervix. Motility of the spermatozoa and an un- 
obstructed cervix are the essential factors upon 
which this action depends. Other conditions, 
while not necessary, are conducive and have a 
relative importance. First, the vaginal dome 
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should retain semen into which the cervix dips, in 
this way favoring the entrance of the cell. Second- 
ly, the chemical influence, previously referred to, 
probably directs the spermatozoa to the cervix 
through which their own activity carries them. 
The suction action of the cervix and the extrusion 
and retraction of the cervical plug, which is gen- 
erally considered a part of the female orgasm, 
probably does not occur. This clinical study is 
supported by the examination of the cervical se- 
cretions of two patients immediately following 
coitus, where the presence of spermatozoa was not 
detected, and one of them easily became pregnant. 
It is verified by the fact that douching so generally 
prevents conception even when there is perfect 
sexual compatibility. The writer is not prepared 
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Fig. S. }Iuinan spermatozoa (Retzius). This figure is freqaeotly 
copied, but Kives a wrong impression of the cephalic extremity. It 
was originally made to show the end-piece of Retzius. Compare with 
Fig. 7. 

to explain some apparent exceptions to this rule, 
although it may very often be due to delay or care- 
lessness in douching. 

It has been clinically proved that in many in- 
stances the long conical cervix, with tiny aperture 
and with marked angulation, or modifications of 
this deformity, constitutes an obstruction to the en- 



trance of the spermatozoa (Runge a). Angula- 
tion of the cervix may be congenital or acquired, 
due to ligament spasm or contraction. The 
fact that a probe or sound may be pushed 
through such a cervix is not a final test as to its 
physiological patency, for such an instrument 
would pass an obstruction which would be abso- 




FiQ. 9. Normal forms and modifications of no apparent importance. 

lute to spermatozoa. Other conditions being nor- 
mal, such a cervix will be suspected when dysmen- 
orrhea has existed since puberty, and the correct- 
.ness of the deduction will be sustained by results,, 
for there is no class of cases which offer so good 
a prognosis. Brickner (3) reports 30 per cent, 
cures after the Dudley operation. One-third of 
Ott's (4) cases, long sterile, bore children after 
operation upon the cervix and lengthening of the 
anterior vaginal wall. Pozzi (5) reports 25 per 
cent, cures by bilateral splitting of the cervix. In 
a limited experience, the writer has twice had 
pregnancy follow in cases in which dilatation of the 
cervix under cocain anesthesia was done in the 
office. Neither is the frequently made statement 
that the spermatozoa will pass a canal patent to 
menstrual flow true, when symptoms suggest that 
exit to the flow is accomplished by painful contrac- 
tions of the fundus. Such an association of symp- 
toms is very frequent. Failure to cure sterility 
by correcting mechanical deformities is often due 
to lack of recognition of the accompanying lesion. 
I have found but one exception to the rule of the 
constant alkalinity of the cervix, a case of tuber- 
culosis of the pelvis in an unmarried woman in 
whom the cervix has repeatedly given a faint acid 
reaction. Considering the marked alkalinity of the 
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semen it seems doubtful if the reaction of the cer- 
vical secretion plays a part. 

The so-called mucous plug of the cervix has been 
undoubtedly overestimated in importance. By 
some, notably Gibbons (6), it is not considered 
causative when non-purulent. It is not mentioned 
by Edis (7). When very tenacious and in the 
absence of other demonstrable causes, it may be 
suspected and its responsibility proved or excluded 
by measures taken to control the secretion and 
clear the cervix immediately after the period. 
Endocervicitis, especially that due to gonorrheal 
infection, which maintains a purulent toxic con- 
dition of the cervical secretion, may prevent preg- 
nancy. Frequently endocervicitis is only a part of 
a condition general throughout the uterine mucosa, 
and endometritis may be the chief lesion. In these 
cases local treatment of the cervix produces no 
permanent results and proves a futile effort in the 
attempt to correct sterility. 

Pregnancy frequently follows curettage. This 
occurs because of the correction of the endometritis 
and tube occlusion, and, no doubt, is often due to 
the dilatation of the cervix incident to the opera- 
tion. In a patient presenting frank symptoms of 
endometritis not responding to ordinary measures, 
in whom other causes are reasonably excluded, the 
small percentage of cures would seem to justify so 
simple an operation, solely for the relief of steril- 
ity, if elected by the patient. 

DISPLACEMENT OF THE UTERUS. 

Symptomless displacements of the uterus are 
rarely responsible for sterility. Such a verdict 
has been almost unanimously given by those who 
have made this a matter of special study 
(Rougy 8). Extreme degrees of fixation, metritis, 
and endometritis may prevent or interrupt preg- 
nancy. These cases have defined symptoms, and 
in such conditions operation is indicated and preg- 
nancy is favored by it. We sometimes hear, 
patients demur at wearing pessaries, claiming that 
pregnancy is favored by them. This is due to the 
increased depth of the vaginal vault. If the uterus 
can be reposited and held by a support, then a pes- 
sary, test is desirable and will settle the matter of 
prognosis as far as the question of sterility is con- 
cerned. The following history is illustrative: 

Mrs. H., 23 years old, married two years, never 
had been pregnant and presented herself for treat- 
ment of sterility. Negative pelvic history ; general 
condition fair ; normal menstrual history ; no pelvic 
symptoms. Reported perfect sexual compatibility 
and good sexual hygiene. Examination of pelvic 
organs showed hyperacidity of the vaginal secre- 
tion and an uncomplicated retroversion. Before 



treatment was instituted it was possible to secure 
semen under favorable conditions for good exami- 
nation. It showed almost an absence of sperma- 
tozoa, only an occasional inactive one being found. 
Specimen was thin with little sediment, alkaline in 
reaction; an occasional leukocyte, mudi fatty de- 
bris, and many colloid bodies were present. The 
husband was asked to report, but did not respond. 
In the event of inability to secure semen a pessary 
correction test would have been tried. 

DISEASES OF THE OVARIES. 

A review of the literature fails to reveal any defi- 
nite information in regard to the relation diseases 
of the ovaries bear to sterility. Such references to 





Fig. 10. Dguble tailed and double headed forms. Their significance 
is unknown. They may remain active as long as the normal. 

the subject as have been made are not based on con- 
vincing study. The almost insurmountable diffi- 
culty encountered in acquiring definite data makes 
this inevitable. It presents an interesting problem 
for future investigation. At the present time 
study directed to the ovary is almost entirely con- 
fined to the question of internal secretion, while 
only general theoretical conclusions are made in 
reference to the etiological role pathological con- 
ditions of the ovary play in sterility. Absence and 
underdevelopment of the ovaries make fertility 
impossible, but such conditions are certainly rare. 
When buried in adhesions the ovum cannot reach 
the tube, but such states are secondary to tubal 
processes which are apt to be recognized in the 
history or examination. The thickened capsule of 
the ovary is almost universally referred to as a 
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cause of sterility, and yet there is no positive evi- 
dence to prove it. Microcystic ovaries are re- 
garded by some writers as causative and Reynolds 
believes that they may be considered responsible 
for sterility. It is difficult to prove or refute this. 
In two cases recently operated upon by the writer, 
one week before the menstrual period, Graafian 
follicles were found ready to rupture, and in each 
instance the ovaries were, on the whole, of a 
character that would warrant their classification as 
microcystic. Pregnancy has repeatedly taken place 
in cases where only the slightest amount of normal 
ovarian tissue was left after operation or from 
new growth. Morris (9) reports cases where 
pregnancy followed transplantation of an ovary. 
Both ovaries must be incapacitated in order to at- 
tribute sterility to ovarian sources. Therefore, it 
would seem that the ovary must be very rarely 
accused as a cause of sterility, and the Fallopian 
tube, which is analogous to the epididymis in the 
male, must, like the latter structure, be considered 
at fault rather than the gland whose cellular pro- 
duction it transmits. 

THE FALLOPIAN TUBES. 

Occlusion of the tubes, secondary to different 
forms of gonorrheal processes, is the most fre- 
quent and best understood of the sterilizing lesions. 
It does not properly come under the scope of this 
paper and will not be referred to except to state 
that an absolutely hopeless prognosis should not be 
made in these cases. Resolution may ultimately 
take place and patency be established after years 
of sterility. Similar results are seen in the male 
when the epididymes have been closed for a period 
and then restored. 

A case is occasionally encountered, when operat- 
ing, in which closed tubes are found and where the 
history fails to reveal any former gonorrheal in- 
fection. These conditions may be secondary to 
unrecognized tubal pregnancies, appendicitis, tuber- 
culosis, and the obscure colon bacilli infections 
which probably occur in the pelvis more frequently 
than is usually supposed. While such disabling of 
the tube is not possibly recognized by the bimanual 
examination, the necessity of detailed history tak- 
ing and its importance in the prognosis is exem- 
plified. These minor and coincident processes may 
interfere with the erectibility of the fimbriated ex- 
tremity, may stay the action of its cilia, or make its 
investment of the ovary impossible, thus inhibiting 
the process which causes the entry of the ovum 
within the tube (Gerhardt 10) 



SEXUAL response; HYGIENE; AGE; INFLUENCE OF 
HEREDITY. 

It is known that sexual feeling is not essential 
to fecundation. Most of the authorities state that 
it is a powerful influence. To the writer it seems 
that this influence may be manifested in three 
ways: First, it is believed that the vaginal secre- 
tions are rendered more conducive to the main- 
tenance of the activity of the spermatozoa by the 
increased secretion incident to normal eroticism. 
Second, there is evidence that ovulation is stimu- 
lated by coitus (Oliver 11) and (Qark 12). Third, 
(Kisch 13) states that the normal muscle con- 
tractibility incident to coitus aids in the retention 
of semen within the vagina. 

The conclusion is inevitable that prolonged, suc- 
cessful, artificial interference ;with impregnation 
is a cause of sterility. In just what way this is 
brought about there is no definite information. 

The physiological influence of age upon sterility 
is well-known. Matthew Duncan, in studying the 
vital statistics in England found that sterile mar- 
riages are more common when marriage has taken 
places unusually early in life. 

Marked fertility is a characteristic of some 
families, and is capable of transmission. It is rea- 
sonable to suppose that the opposite tendency is 
also transmitted and some families soon die out 
because of sterility. These conditions depend upon 
physiological laws which are as yet imperfectly 
understood, and even if ultimately interpreted will . 
probably be difficult to control. 

CONCLUSIONS : 

1. One of every four sterile marriages is due to 
the sterility of the husband. 

2. An attempt should be made, by examination 
of the semen, to determine the fertility of the male 
before instituting operative measures or carrying 
out prolonged treatment upon the female solely 
for the cure of sterility. 

3. To determine accurately the fecundating 
power of the semen, not only must the presence 
and activity of spermatozoa be determined, but a 
careful study must be made, noting the percent- 
age of inactive, immature, and deformed cells. 
When present and associated with oligospermia the 
fertility of the semen is much impaired. 

4. Under favorable circumstances the activity 
of the spermatozoa persists for many hours. They 
are, however, extremely sensitive to abnormal en- 
vironment and quickly perish. The seminal fluid 
is normally alkaline. 
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5. The secretions of the vagina are acid, due 
to the presence of lactic acid. The degree of acid- 
ity varies greatly. The secretion of the cervix 
is alkaline (sodium hydrate) in reaction. Less 
variance is here noted. These secretions exercise 
a bactericidal function. 

6. The activity of the spermatozoa ceases in a 
lactic acid medium. Activity is accelerated by a 
faint increase in the normal alkalinity. In the ab- 
sence of nerve stimuli the sperm cells flee from an 
acid medium and approach an alkaline one. 

7. The secretions of the vagina are rendered 
acid by the activity of bacilli normally present. 
Tests indicate that the secretions at the moment of 
production are alkaline or faintly acid in reaction. 

8. The acidity of the secretion at the vaginal 
vault is probably decreased by the glandular ac- 
tivity of the cervix occurring at the orgasm. This 
would explain why impregnation is, in some in- 
stances, favored by perfect sexual compatibility. 

9. These facts seem to indicate that increased 
acidity of the vaginal secretion is unfavorable to 
fecundation. 

10. Purulent vaginal and cervical secretions are 
destructive to spermatozoa. 

11. Shortened vagina or relaxed outlet dimin- 
ishes the opportunity of impregnation. 

12. A long conical cervix associated with acute 
angulations or pinholes, or modifications of this 
deformity, may constitute an obstruction to the en- 
trance of spermatozoa. Such cases oflFer a cure by 
operation in about one out of three. 

13. The mucous plug of the cervix is not causa- 
tive of sterility except when purulent in character 
or, rarely, when tenacious. 

14. Curettage, if elected by the patient, is a 
justifiable attempt for correction of sterility when 
evidences of an unhealthy condition of the en- 
dometrium are alone present. 

15. Uncomplicated symptomless displacement 
of the uterus should not be considered productive 
of sterility until other causes are excluded. 

16. Little definite information is available as to 
the frequency with which diseases of the ovaries 
are responsible for sterility. Except in case of gross 
lesions they are probably rarely unable to produce 
a mature ovum. 

17. In history taking, the possibility of tube 
occlusion, due to unrecognized tubal pregnancies, 
or tubercular, typhoid, or colon bacillus infections 
of the pelvic organs must be considered. 

18. Sexual compatability is not essential to fer- 
tility, but undoubtedly favors it. 



19. Prolonged successful prevention of preg- 
nancy is sometimes followed by permanent sterility. 

20. Tendency to limited offspring may be trans- 
mitted by heredity. 

21. The relations certain minor lesions bear to 
sterility cannot be determined in many cases except 
by exclusion. 
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A MODIFICATION IN THE REPAIR OF 
THE PELVIC OUTLET.* 

By John C. MacEvitt, M.D., Brooklyn, N. V. 

Accompanying lacerations of the perineum of 
long standing we frequently meet with a pro- 
lapsus of the recto-vaginal walls constituting a 
condition commonly known as rectocele. The pro- 
lapsed portion varies in extent from a marked bulg- 
ing to a distinct tumor occluding and protruding 
through the lacerated recto-vaginal space. It 
has been my custom, when repairing the injured 
pelvic outlet where this condition existed, to adopt 
the following method for its restoration. I will 
not say it is original, for on account of its simple 
technic it must have intuitively appealed to other 
surgeons, yet I have never seen others perform or 
describe it. The results have been so uniformly 
good that I have no hesitancy in advocating its 
adoption. A very brief outline of the anatomy of 
the posterior triangle of the pelvic floor and my 
theory of the production of the rectocele will be 
necessary for a clear understanding of the injury 
and the logic of the simple operation I am about 
to describe. 

The principal muscles entering into the support 
of the pelvic floor— and by pelvic floor in this in- 
stance I mean the so-called perineal body, or the 
space betwen the posterior segments of the vaginal 
and anal outlets— c omprise the levatores ani, trans- 

^^•Read before the Brooklyn Gynecological Society, April, 
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Fig. 1. Advanced rectocele compllcatlnfi: partial laceration of the 
perineum. 



Fig. 2. Aggravated rectocele. 



Fig. 3. Denudation of rectocele sac. 



Fig. 4. F'irst line of sutures tied. Second line about to be compleied. 
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versus perinei, vaginal and rectal sphincters, with 
the deep and superficial fasciae enveloping them. 
Though not usually mentioned in this regard, the 
muscular coats of the vagina and rectum play no 
unimportant role in this support. In a complete 
tear we have a division of all of these tissues, 
muscular, fibrous and aponeurotic, which in time 
will lead to a relaxed outlet with some one of the 
d^rees of prolapsus uteri and cystocele, but in 
which rectocele is not prominent. In theorizing 
on the absence of rectocele in complete tears and 
its prominence in incomplete ones, I am led to the 
conclusion that when the rectal sphincters are left 
intact or but partially destroyed, they act as a sup- 
port to the lower end of the bowel, and, through 
the habit of constipation, this rectal ampulla be- 
comes a reservoir, gradually distends, and in time 
is extruded over the sphincteric band to such an 
extent that on occasions defecation is impossible 
without manual reposition of the sac upward. 



This operation is for the reduction of the rec- 
tocele preliminary to perineorrhaphy. With a pres- 
sure forceps pick up the vaginal mucous membrane 
at the upper circumference of the distended and 



Fio. 6. 
position . 



Complete reduction of rectocele and perineal sutures In 



The woman becomes alarmed at the presence of the 
tumor and seeks relief after suffering for years 
from a condition of which the rectocele is but a 
symptom. 



Fig. 6. Perineal sutures tied. Operation completed. 

attenuated sac, to be held in place by an assistant. 
This will act as a guide to the extent of the upward 
denudation. In a like manner with forceps mark 
the upper extremities of the usual preparatory in- 
tegumental incision around the vaginal orifice; they 
will also act as guides to the dissection. Introduce 
the index finger into the rectum, and with a pair of 
moderately curved, blunt-pointed scissors dissect 
up the vaginal mucous membrane over the whole 
extent of the tumor, dipping down into the sulci 
and up on the lateral walls. This will leave a large 
denuded surface. Care must be exercised in this 
dissection owing to the extremely thin recto- 
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vaginal wall. Hemorrhage will be troublesome, 
and, as both hands are employed, its care will be 
the duty of your assistants until the completion of 
the denudation (the finger is then removed from 
the rectum and necessarily re-disinfected). The 
forceps holding the upper vaginal wall is now re- 
leased to grasp the lower margin of the dissected 
flap, lifting it upward out of the way and ex- 
posing the denuded area. A fine curved needle, 
threaded with No. o plain catgut, is introduced 
about four millimeters from the central line of the 
tumor at its upper extremity to emerge the same 
distance on the opposite side, when the thread is 
tied and a continuous suture carried downward to 
the anal margin and tied. This procedure is re- 
peated until all the redundant portion is converted 
into a strong central raphe, embracing the longi- 
tudinal and circular muscular fibers of the rectum 
and vagina, fibrous and elastic tissue, together 
with some of the fibers of the levatores ani and 
internal sphincter. Thus it restores the bowel to 
Its normal size, forms a thick longitudinal central 
support, aids the muscles to resume their normal 
position, size and tonicity, diminishes the 
possibility of blind spaces, greatly lessening 
the area of raw surface, and facilitates easier co- 
aptation of the major perineal muscles in complet- 
ing the operation of perineorrhaphy. 

This method is more readily applicable to the 
operations of Hegar and Tait than to Emmet's or 
its modifications. There is no portion of the tissue 
removed. With the last two perineal or crown 
sutures, gather in the base of the flap in longitudi- 
nal folds and with fine catgut coapt any raw sur- 
face remaining exposed in the puckered outer mar- 
gin. This seeming redundant flap tissue will con- 
tract and absorption will take place with a result- 
ing good, strong pelvic floor. 

407 Clinton Street. 

THE SILVER STEM PESSARY FOR AMEN- 
ORRHEA AND DYSMENORRHEA, 
STERILITY, ETC. 

By J. H. Carstens, M.D., Detroit, Mich. 
When Velpeau in 1840 originated the stem pes- 
sary for displacements it was soon found that it 
was a dangerous instrument, and since then dozens 
of others have devised diflferent shapes and differ- 
ent material for stems. These were all found 
more or less wanting, and as a rule very dangerous. 
In the light of our present knowledge we can 
readily see why in those days the profession 



used stem pessaries that were injurious. They 
did not understand aseptic surgery and knew noth- 
ing of pus tubes, and very little of pelvic inflam- 
mation. We now can see what a dangerous instru- 
ment the stem, pessary is without asepsis by light- 
ing up tubal troubles. 

Twenty-eight years ago I called attention to the 
value of dilatation of the uterus with steel dilators 
and the value of continued treatment in develop- 
ing the womb, relieving amenorrhea and dysmen- 
orrhea. Learning in the course of time that the 
presence of foreign bodies would cause a greater 
flow and also that obstructive dysmenorrhea would 
be relieved by forcible dilatation, I soon found that 
in many cases re-contraction would take place and 
the menses would be as painful as ever. Studying 
up at this time the physical development of muscles 
by exercise, I made up my mind that the way to 
develop the small infantile womb would be by ex- 
ercise, and knowing that there is a constant more 
or less perceptible contraction of the uterine 
muscles when there is something in the womb, it 
occurred to me that by putting something in it like 
a stem pessary it would cause contraction, an ef- 
fort at expulsion. Thus the uterine muscles would 
become larger and stronger, and if at the same time 
there were a contraction of the internal or external 
OS or an anteflexion, as is often found, then by the 
insertion of a stem the uterus could be kept straight 
and open and would develop and grow larger. I 
then looked around for a pessary that would do 
the work properly, and I finally settled on the 
Chamber stem pessary, made of rubber, the two 
arms of which will separate when in the uterus; so 
I started to use this device and found it very ef- 
ficient. The only trouble I had at first was that 
it would come out, because the two branches would 
not stay separated, would come together, and then 
being simply round would be easily forced out. To 
overcome this I inserted in addition a Thomas- 
Hodge pessary, which would throw the uterus for- 
ward; and then the stem would remain in place; 
only once or twice did both of them come out to- 
gether, especially during severe straining at stool. 

This second pessary, however, is disagreeable, 
in many cases troublesome, and sometimes the 
rubber will become corroded (although very 
rarely), and then a bad smelling discharge, even if 
slight, will annoy the patient. These kinds of 
stems I have used in hundreds of cases with the 
greatest benefit, and only in very few could they 
not be retained, or cause trouble. Women have re- 
tained them for years, and traveled all over the 
world ; in fact I have one in my ppcjcet now that a 
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physician's wife has worn for four years, and she 
dreaded to take it out, for fear that her old trouble 
would return, and she would have to have it re- 
inserted. 

When I started the use of this method of treat- 
ment twenty years ago I was, of course, fully 
aware of the dangers and the great discomfort that 
had been caused by stem pessaries, and called atten- 
tion to the great need of making an absolutely cor- 
rect diagnosis, with a view of excluding former 
pelvic troubles. Any patient that has had pelvic 
trouble and consequently has adhesions, etc., is a 
case for abdominal surgery and not for the stem 
pessary. Cases of flexion or displacement require 
other operations and are not adapted for the stem 
pessary. 

The stem is very useful in all those cases where 
the trouble is in the uterus alone. After having 
written considerable on this subject, I noticed that 



others began the use of the stem — timidly at first — 
and thinking that they could improve on the Cham- 
ber's stem, they invented stems of their own. I 
have seen some in the shops — ^little picayune things, 
not half long enough — to be inserted in the cervix 
and allowed to hang out, and supposed to drain 
the uterus. Now, these men have not even grasped 
the principle involved, which is the development 
of the uterus in these ceases; that is, that the stem 
must reach to about the fundus to irritate slightly 
the womb so that it will make efforts to expel it, 
and as the result of exercise will get stronger. 
That is the way I look at the matter and why I 
wrote so much about it in order to have it under- 
stood by the profession. 

Some time ago my friend. Dr. King, of Kansas 
City, Mo., suggested the use of the silver stem in- 
stead of the rubber, and I have tried this with 



beneficial effect. I had under treatment a young 
school teacher in the country, who threatened to 
commit suicide on account of painful menstrua- 
tion, being laid up several days every month, and 
was on the point of losing her position. She was 
sent to me by her family physician and I inserted a 
Chamber rubber stem with magical effect. She 
was most promptly and completely relieved, and 
could attend to her work. But in the course of 
time a bad smelling discharge, slight, but of a very 
disagreeable odor, developed. Thinking it might be 
due to the rubber I removed the stem, which Kad 
been in about six months. In the course of a 
couple of months her old trouble began again. She 
was absolutely distracted, virtually insane, about 
to kill herself ; said there was no use of living ; she 
was a burden to everybody, and so on. I per- 
suaded her to give me another chance and in- 
serted a silver stem with the result that the dis- 
agreeable discharge and odor have not manifested 
themselves since. I saw her the other day; she 
has now worn it six months and is the happiest 
person in Oakland county. All her gloomy thoughts 
have disappeared, she is perfectly well and life is 
again worth living. 

amenorrhea. 

So many conditions produce amenorrhea, that 
naturally I cannot go into that question in all its 
details. Constitutional and hygienic treatment is 
of course important, but in many cases in young 
girls the trouble is an infantile uterus. This seems 
to me frequently due to our present mode of living, 
lack of exercise and fresh air, and too much study 
at the age of puberty. The girl who is a "Tom girl" 
is not troubled that way. 

Menstruation in these patients is probably scant 
or occurs at irregular intervals. This condition 
especially is relieved by the stem. The other class 
of cases occurs later in life. Unmarried women 
who do mental work with lack of exercise, such as 
school teachers, stenographers, etc., frequently find 
that menstruation becomes scant and irregular; 
some of these have been perfectly normal the first 
ten years. On examination we find that premature 
atrophy of the uterus has taken place. Then we 
have fleshy women, great eaters, who often suffer 
from scant or absent menstruation, as is well 
known. The stem and regulation of diet produce 
wonderful results in these cases; menstruation be- 
comes regular, flesh and fat fade away, with return 
to a normal condition. I have seen some patients 
who refused to have the pessary removed for fear 
the old trouble would come on again. 
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DYSMENORRHEA. 

This is a most distressing condition. Women who 
work and suffer severely are laid up for a day or 
two, and even more, every month; they often lose 
their positions and consequently are in great trou- 
ble. These are some of the most distressing kind 
of cases the family physician has to deal with; all 
the medication recommended is of little avail, and 
these are the women who easily get into the habit 
of taking narcotics. They find a remedy to relieve 
them; they use it only at that time, but gradually 
instead of one or two doses they take three or four, 
and then will begin to resort to it for other little 
pains they may have. Finally operative measures 
are instituted, such as dilation and curetting, with 
only temporary benefit as a rule, and as a last resort 
the removal of the ovaries is advocated and done. 
Some years ago this was quite frequent and many 
young women have virtually been ruined. Natu- 
rally we must bear in mind that there are cases of 
ovarian and tubal disease which require removal, 
but these have nothing to do with our proposition. 

The most marvelous results have been brought 
about by the use of the stem in dysmenorrhea, be 
the pain before or immediately after the menses, 
or in cases of the so-called "Mittelschmerz," and 
the blessings you get from these poor suflFering wo- 
men is certainly wonderful. 

STERILITY. 

The great mental distress some women suffer 
because they are childless is most pitiful ; they are 
willing to undergo any kind of treatment and oper- 
ation to be cured. If their internal organs are nor- 
mal and have had no infections, and the condition 
is . due to the uterus alone, such patients are fre- 
quently cured by the stem pessary. Many of these 
cases also have amenorrhea and dysmenorrhea, and 
that is the way I found out the value of the stem, 
using it for both these conditions. Some of these 
women would become pregnant afterwards, and 
they would send other women to me suffering from 
sterility. Hence I often use the stem pessary for 
sterility alone, and make them wear it four to six 
months. During this time there is some change 
produced in the uterine muscles, and I believe also 
in the mucous membrane, that enables them to be- 
come pregnant. It does not require a normal ovule 
and healthy spermatozoa alone, it also needs the 
proper soil for pregnancy to take place. 

GENERAL CONDITIONS. 

Naturally in many of these cases we have two or 
more of these distressing ailments — in some in- 
stances scant and painful menstruations, or painful 



menstruations and sterility — ^so that we can kill two 
birds with one stone. Of course, I insist on thor- 
ough investigation and correct diagnosis ; that must 
be understood. Whatever other conditions are pres- 
ent must be treated, such as anemia, indigestion, 
constipation, abdominal ptosis, etc., and all organs 
must be restored to a perfect condition, or as near 
so as possible. 

BEWARE OF PELVIC INFLAMMATION OR ADHESIONS. 

I cannot emphasize this too much : all the bad re- 
sults that have followed the stem pessaries in the 
past were simply due to the neglect in making a di- 
agnosis of pelvic trouble. Pelvic diseases require 
abdominal section for diagnosis and relief. The 
stem pessary is to be used only when the diseased 
condition is limited to the uterus. In rare cases 
when there is a little cervical endometritis, I cu- 
rette and swab out the uterus with pure carbolic 
acid and then insert the stem. 

TECHNIC. 

The insertion of a stem pessary is painful, hence 
requires the use of an anesthetic. The patient is 
prepared in the usual manner, cathartic, antiseptic 
bath and so on. Under the influence of anesthesia 
(I myself use nitrous oxide gas and ether), the 
vagina is scrubbed, and I then measure the length 
of the uterus, and select a stem, a quarter of an 
inch or more shorter, so that the point cannot touch 
the fundus (there are three sizes). Then the uter- 
us is dilated, first with a Nott's dilator, then with 
a Goodell-Erlanger. the stem fixed in the intro- 
ducer, and inserted until the button at the end 
touches the cervix; by putting your finger on the 
button you hold it and pull out the introducer and 
the stem is in place. And if a retroversion pessary 
is needed it is now inserted, although with the silver 
stem it would be rarely needed. The patient is 
kept in bed twenty-four or forty-eight hours, and 
then allowed to move about, follow her usual voca- 
tion. I use carbolized douches for a day or two, 
but not afterwards, unless there should be some 
discharge. Some women have this after menstru- 
ation for a short time, and they can use injections 
then, but not otherwise. I never could see any need 
of the continued use of a douche. 

CONCLUSIONS. 

First, a silver stem pessary can be retained a 
long time without causing trouble. 

Second, it will relieve the different varieties of 
amenorrhea, no matter what the cause, if assisted 
by proper constitutional treatment. 

Third, it will cure dysmenorrhea due to abnormal 
conditions of the uterus. ^->^ ^ 
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Fourth, it will cure sterility (if we can use that 
expression), when this is caused by either of the 
above named conditions. 

Fifth, its use requires an absolute exclusion of 
pelvic inflammation. 

[In order to prevent many inquiries I would state 
that the silver stems were made for me by A. Kuhl- 
man & Co., Detroit, Mich.] 



A COMMON ABUSE IN THE PRACTICE OF 
GYNECOLOGY. 

By Henry Albert Wade, M.D., 

Attending Gynecologist to Williamshurg Hospital; Attend- 
ing Surgeon to Bethany Deaconess Hospital, 
Brooklyn, N. Y. 

Curettement of the uterus is the most common of 
all gynecological operations. Not only the general 
practitioner, but many surgeons seem to feel that 
it is indicated in all menstrual and sexual disturb- 
ances — if not by itself, then as an auxiliary proced- 
ure to repair of the cervix or perineiun or before 
an abdominal section. 

In order to consider this subject in an intelligent 
manner I will direct your attention to two well 
demonstrated facts: First, the impossibility of 
thorough curettage of the uterus. Second, the in- 
ability of the pathologist to distinguish under the 
microscope normal from inflamed endometrium, 
except in rare instances. 

As to the impossibility of smoothly curetting the 
entire lining of the uterus, the writer has in several 
instances curetted with exceeding care the endome- 
trium and has then hysterectomized the patient. On 
section of the uterus, numerous furrows and 
scratches were seen, and various areas of mucous 
membrane had not been touched by the curette. 
Some of the furrows were of sufficient depth to in- 
clude muscle as well as mucous membrane, while 
some of the scratches were very superficial. You 
will recall that the glands are most numerous in the 
f undal portion of the uterus and in the cervix, and 
it was in these parts that the curettement was most 
poorly performed. 

Hitschman and Adler (1908) demonstrated the 
following facts regarding the changes occurring in 
the normal uterine mucosa during the menstrual 
cycle. The cycle is divided into four stages: 

First: A pre-menstrual stage. In this stage 
there is thickening of mucous membrane and in- 
creased glandular activity. These changes occur 
about seven days before the menstrual flow. 

Second: The menstrual stage. In this stage 
there is great vascular engorgement, and as the flow 



begins, red blood cells are found in the superficial 
layers of the endometrium and later in the cavity 
of the uterus. The menstrual flow produces a rapid 
emptying of the mucous membrane. 

Third: The post-menstrual stage. This period 
is short and inactive. The mucous membrane is 
thin and pale, secretions are absent, and the stroma 
consists principally of spindle cells. 

Fourth : The final stage or interval. In this stage 
the mucous membrane gradually returns to its nor- 
mal color and appearance. 

With these facts in mind, we can see how fre- 
quently a hypertrophic endometritis has been con- 
fused with scrapings taken from a normal endo- 
metrium during the pre-menstrual stage in the men- 
strual cycle, and that the picture generally interpre- 
ted as interstitial endometritis is the normal mucosa 
of the post-menstrual period. The presence of 
plasma cells is generally accepted as an evidence of 
a pathological endometrium. 

We are all agreed that we should not meddle with 
an acutely inflamed uterus. The bacteria are active 
and the patient has not been sufficiently vaccinated 
against the toxins that will be taken up into the 
blood if the germs that have found their habitat 
in the endometrium be disturbed. Not only will 
the patient not be benefited by surgical interference, 
but her life may be jeopardized. It is the chronic 
forms of endometritis that are generally treated by 
curettage. In endometritis of the cervix the glands 
are deeply imbedded in connective tissue and it is 
impossible to thoroughly remove all of the infected 
glands by means of dilatation of the cervix and 
curettement. A hysterotomy is the only operative 
procedure that will thoroughly expose the diseased 
area and permit of a complete removal of the dis- 
eased glands by the use of the small sharp curette. 

In erosions of the cervix the best therapeutic 
agent is the actual cautery heated to a dull red. The 
cauterization should extend to at least a depth of 
one-quarter of an inch. In slight cervical erosions, 
accompanied by lacerations, a low amputation will 
entirely relieve the condition. I am convinced that 
many cases of chronic corporal endometritis that 
have improved after a curettage have done so not 
because of the curettement but in spite of it. The 
dilatation of the cervix and subsequent adequate 
drainage, together with the sexual rest obtained 
as a result of the operative procedure, are the prin- 
cipal factors that tend toward restoring the inflamed 
endometrium. Tincture of iodine (50 per cent, of 
the officinal tincture) should be employed as a 
prophylactic against bacterial invasion in all instru- 
mentation of the uterus. 
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To obtain satisfactory drainage of the uterus 
after dilatation of its mouth the uterine body must 
occupy a position in the pelvis at an angle of 50 
degrees anterior to the vagina. 

Curettement of the uterus before plastic opera- 
tion on the cervix and lower vaginal tract is wrong 
in both theory and practice and should be discon- 
tinued. The repaired cervix or perineum is kept 
bathed in the exaggerated uterine secretions and 
healing is delayed. Bacteria that may have lain 
dormant for months in the endometrium are dis- 
turbed and made perniciously active. I believe that 
we would see more cervices and perinei after plas- 
tic operation perfectly healed if the curettage of the 
uterus as a preliminary procedure was abandoned. 

In post-partum or post-abortive cases in which 
the placenta or portions of the fetus have not been 
entirely delivered from the uterus, the curette should 
not be employed. In these cases it will frequently 
be necessary to slowly dilate the cervix, and if it 
does not dilate readily it is better to cut rather than 
tear the cervical tissues, before we can empty the 
uterus of its contents by means of the gloved finger, 
an empty sponge-holder, or a placental forceps. A 
piece of gauze saturated with a 50 per cent, solu- 
tion of the tincture of iodine should now be intro- 
duced into the cavity of the body of the uterus and 
allowed to remain in this position for about thirty 
minutes. When the gauze is removed the remain- 
ing small portions of placental tissue will adhere 
to the gauze and be removed with it. 

Uterine curettement has frequently been per- 
formed for conditions the origin of which is en- 
tirely extra-uterine. For example, large and over- 
active ovaries by producing a more than normal 
secretion will cause an exaggerated congestion of 
the endometrium and consequently an excessive 
menstrual flow. Curettement under these condi- 
tions is plainly contra-indicated. 

In conclusion, considering the difficulty in mak- 
ing a positive diagnosis of pathological endome- 
trium and also the impossibility of removing all 
diseased tissue when present by the aid of the cu- 
rette, I feel assured that although this instrument 
is an aid to diagnosis of suspected malignancy of 
the uterus, it has little value as a therapeutic agent. 

Combined Operation for Rectal Cancer. — Dr. 
Riese (Deut. med, Wochensch., No. 8, 1912) re- 
marks that the high mortality of the Kraske (com- 
bined abdominal and sacral extirpation) method 
has been to some extent reduced. Its advantages 
are that bleeding can be more readily arrested and 
high seated growths more easily removed. He has 
performed this operation in eleven cases with five 
deaths. Among the last seven cases, however, only 
one died — a decided improvement in the statistics. 



UTERINE DISPLACEMENTS AND THEIR 
TREATMENT. 

By C. L. Bradford, M.D., Pittsburgh, Pa. 

The mechanism, etiology and complications of 
uterine malposition are so generally known and 
thoroughly understood that any discussion of the 
subject, to be of interest, must suggest some new 
element in treatment. 

While this paper deals with no new operative 
procedure, it does suggest the combination of cer- 
tain tried methods of overcoming the most impor- 
tant obstacles to the return of and retention in its 
normal position of the displaced uterus. 

Of the five varieties (and their combinations) of 
displacements, i. e., forward, backward, down- 
ward, lateral and upward, the backward, the down- 
ward and a combination of both furnish about 90 
per cent, of the morbidity due to malposition. 

The lateral and upward displacements are prac- 
tically always associated with tumors pushing or 
adhesions pulling the uterus, and the displacement 
is merely an incident, not in itself requiring treat- 
ment. 

The forward displacements, except when asso- 
ciated with an atresia of the cervical canal, require 
no treatment. Now if the backward, the downward 
and their combinations are divided into simple and 
complicated displacement, we find that the simple 
is practically always of one variety — ^and that the 
backward, the fundus lying in the hollow of the 
sacrum. This occurs in nuUiparous women and 
is usually associated with the so-called asthenic 
type, in which the normal body fats are very much 
reduced, the general musculature is flabby and in- 
competent, and the abdominal and pelvic organs 
have all descended more or less. 

The fact that the so-called ligaments of the pel- 
vic and abdominal viscera are themselves composed 
of muscular tissue accounts satisfactorily for their 
relaxation along with that of the general muscula- 
ture. 

Taking all this into consideration, it would seem 
probable — and as a matter of fact is true — ^that a 
reposition of the uterus would not be attended by 
any very brilliant results. However, as in many 
of these patients a knowledge of the malposition 
aggravates the symptoms, and as its operative cure 
is simple, it probably justifies itself. 

The complicated varieties are, in a very large 
percentage of cases, the direct result of trauma in- 
cidental to childbirth. The complications are tears 
of the perineal body, relaxation of the vaginal tube 

and the retro- and peri-vaginal/tonnective tissue. 
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this permitting cystocele and rectocele of greater 
or less extent. 

Tears of the uterine cervix are often associated 
with hypertrophy and adenomatous degeneration 
and subinvolution of the uterine body, increasing 
its weight. 

The complications not traumatic are tubal and 
ovarian infections, intra- and extra-uterine tu- 
mors. Since the inauguration of the era of elective 
surgery very many operative procedures have been 
devised for the reposition of the uterus to its nor- 
mal position ; of these most were useless and some 
were iniquitous. There are, however, several which 
are not only simple of performance but efficient and 
permanent in result. 

In the simple backward displacements of nullipar- 
ous women the method of Alexander for shorten- 
ing the round ligaments through the inguinal canal 
is simple and satisfactory. If, however, there is 
associated with this displacement a long cervix and 
a narrow cervical canal, which causes dysmenor- 
rhea and its attendant chain of nervous symptoms, 
I prefer to resort to the procedure about to be de- 
scribed, wMch, with slight modifications, is done 
for all malpositions of the uterus, except the up- 
ward variety and those associated with infected 
tubes and ovaries or tumors. 

This is a combination of procedures originated 
by several men, among them Diihrssen, Dudley, 
Hegar and Tait. 

After the ordinary preparation of the vaginal 
tract, the cervix is grasped firmly by its anterior 
lip, pulled well down, and at the cervico-vaginal 
junction anteriorly a transverse incision one and 
one-half inches long is made. 

The middle of the anterior lip of this incision is 
grasped by hemostats, and the loose connective tis- 
sue between the bladder and the uterine wall pushed 
away with the finger. When the bladder is fairly 
well freed, a blunt-pointed pair of scissors is pushed 
forward from the middle of the transverse wound 
between the bladder and the anterior vaginal wall, 
cutting longitudinally and forming with the trans- 
verse incision a T shaped opening. 

The bladder is now thoroughly freed, pushed up 
behind the pubic arch, and retained there by a 
sharply angulated speculum held by an assistant. 
The vesico-uterine fold of peritoneum now presents 
in the wound and is snipped through, the cervix is 
pushed back into the hollow of the sacrum, the 
fundus of the uterus is pulled forward into the 
wound, and the round ligament on each side is 
grasped, folded on itself and shortened by passing 
through the fold several fine catgut sutures. 



If there has been some descent as well as back- 
ward displacement, the broad ligament is picked up 
first on one side and then on the other and sutured 
to the anterior uterine surface. However, the per- 
fect freeing of the bladder is the most important 
step, and, associated with shortening of the round 
ligaments, is usually efficient. 

The cervix is now again pulled forward and, if 
h3rpertrophic, lacerated or undergoing any form of 
degeneration, the transverse incision is continued 
completely around and the cervix freely amputated. 
A triangular section is removed from each longi- 
tudinal side of the T incision, the cervix covered 
with the vaginal mucosa, and the longitudinal in- 
cision closed. 

A relaxed perineum is repaired by incising the 
skin from before backward. The vaginal wall is 
pushed away from the rectum and the levator and 
picked up on each side and sutured with buried cat- 
gut ; the skin wotmd is closed with skin clips. This 
procedure is simple, efficient, and may be used in 
all except infected or tumor cases. 

When, because of tumors or infections of the 
pelvis, it is necessary to open the abdomen, the 
round ligaments may be mattressed, the bladder 
and vag'ina separated, and the broad ligaments 
shortened in front of the uterus. This, however, 
is not frequently required. 

Upward displacements are of course cured by re- 
moval of the tumor or adhesions when possible. 

Forward displacements, when producing symp- 
toms, are always associated with descent and are 
treated as described. 

INDICATIONS FOR CESAREAN 
SECTION.* 

By J. Bertram Dowd, M.D., 
Gynecologist to Williamsburg Hospital, Brooklyn, N. Y. 

The subject which I have chosen is one of great 
importance in view of the fact that it deals directly 
with life or death, namely, the best method of de- 
livery in certain difficult cases of parturition. Much 
has been said and written on Cesarean section, but 
I feel it will not be amiss to give briefly some of 
the indications for this operation, viz. : 

1. Deformed pelvis. 

2. Eclampsia. 

3. Tumors. 

4. Placenta previa. 

5. Rigidity of the soft parts. 

6. Large head, abnormal presentation or pos- 
terior position which cannot be corrected. 

*Read before the Staff Association of Williamsburg Hos- 
pital, May 6, 1912. 



Digitized by 



Google 



) jr /. INTERNATIONAL 
A06 JOURNAL OP SURGERY. 



Cesarean Section. 



M^T. 1S12 



7. Certain high or difficult forceps cases and 
difficult versions. 

Taking these in order, we will class all pelves as 
deformed where the true conjugate measures three 
inches or under, including rachitic, flat, justo-minor, 
etc. 

Case I. — Mrs. M., primipara; undersized with 
general contraction of pelvis. Full term L. O, A., 
labor two hours. Cesarean section. Both mother 
and child living. 

Case 2. — Mrs. H., two-para. First child deliv- 
ered by forceps ; still birth. Second child full term, 
L.* O. A. Flat pelvis ; twenty hours in labor ; for- 
ceps for two hours. Cesarean section. Both liv- 
ing. 

Cesarean section in eclampsia with undilated cer- 
vix offers less shock to the patient than a difficult 
manual dilatation followed by forceps or version. 
The following case will illustrate. 

Case . 3. — Mrs. B., Italian, primipara, eight 
months pregnant, was attacked with convulsions. 
The family physician was called and found the pa- 
tient having one seizure after another. He tried 
to control the convulsions with chloroform and 
other means which failed. Patient was admitted to 
hospital in an unconscious condition, with high ten- 
sion, rapid pulse, temperature 100.8 deg. 

On examination I found L. O. A. position, fetal 
heart action good, long, rigid, undilated cervix. 
Cesarean section was performed. Mother living, 
child died on the fiith day. 

Case 4. — Mrs. S., primipara. L. O. A. at term; 
in labor ten hours ; had four convulsions before en- 
tering and one while in the hospital. Cervix un- 
dilated and rigid. Cesarean section. Both living. 

I think that in subjecting these women to section, 
you lessen the amount of shock and traumatism that 
would have attended any other means of delivery. 

Of course, all forms of tumors causing obstruc- 
tions would be indications for Cesarean section, such 
as fibroids, ovarian cysts and carcinoma of the cer- 
vix. Another class of cases are those with rigidity 
of the soft parts, those with large cicatrices follow- 
ing old lacerations or amputations of the cervix, 
impacted head and face cases, as well as some where 
ventral fixation has been done. Take for instance in 
the older primiparae, a woman of thirty-two to 
thirty-five years, pregnant at full term, shows two 
or three fingers' wide dilatation with a rigid os. 
She has been in labor for thirty-six hours, with 
rigidity of the soft parts. In a case of this kind we 
should do a classical section instead of a forceps 
delivery with its attendant shock, laceration, and 
possible infection. In abnormal head and posterior 



positions, when we have a large non-moulding fetal 
head with thick cranial bones and small f ontanelles, 
or in monsters, etc., the operation is equally indi- 
cated. 

Case 5. — Mrs. D., primipara; R. O. P., at term; 
impacted, immovable head with occiput in hollow of 
sacrum; membranes ruptured; labor thirty-six 
hours. Forceps traction attempted, with occipito- 
posterior position existing two hours. Cesarean 
section. Both mother and child living. 

Certain high and difficult medium forceps deliv- 
eries and difficult versions (as in Case 5) are emi- 
nently capital operations. They are sometimes ac- 
companied by great danger both to mother and 
child and anxiety to the operator. When we de- 
liver by the natural route, we get the still births, 
etc., frightful lacerations of the mother, so that 
some of these patients have been practically inva- 
lided for life and have become incapable of bearing 
children in the future. Yet, if they were delivered 
by Cesarean section, you would not have such re- 
sults. 

Sachs says that twenty-five per cent, of idiotic 
children are the result of difficult labor. Suttworth 
states twenty-nine per cent, of idiots are due to in- 
strumental delivery. 

The writer wishes to condemn the practice of 
craniotomy performed on the living child in a cer- 
tain class of unsdected cases with infection. Dea- 
ver puts it well when arguing whether mother or 
child should be given first consideration. He says : 
"Neither the surgeon nor the accoucheur is the le- 
gal executioner." 

Hirst reports seventy- four cases. Of these, thir- 
ty-five sections were performed after twelve to 
twenty- four hours of labor; many after repeated 
examinations, without antiseptic precautions, with 
happy results. He states that with good operative 
technic, in spite of hours of labor and even with 
an infected birth canal. Cesarean section can be per- 
formed almost with impunity. 

Maxwell (Lancet), in an article on Cesarean sec- 
tion undertaken in the presence of septic infection, 
reports good results. 

In view of these facts the family physician should 
shrink from killing the helpless child as well as 
from making the mother run an unnecessary risk 
of her life and health. It will depend upon him 
much more than upon the operator whether Cesar- 
ean section shall have any death rate or sot, both 
as regards mother and child, according to whether 
they have been seriously injured or not by forceful 
but vain attempts at instrumental delivery. His 
primary principles should be cleanliness, examina- 
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tion of the patient in the early months of pregnancy 
in regard to presentation, position and posture, 
measurement of the pelvis, determining the condi- 
tion of the soft parts, so that anything pointing to 
obstructed labor may be recognized. 

In view of the greatly improved results of Cesar- 
ean section at the present day and its superiority 
over competing methods for preserving the lives of 
both mother and child, as confirmed by the eminent 
authorities I have quoted, it is clear that Cesarean 
section even in infected cases is the only logical 
operation to which the obstetrician should have re- 
course. 

4201 Ft. Hamilton Parkway. 



A NEW SELF-RETAINING FEMALE 
CATHETER. 

By James Allmond Day, M.D., Jacksonville, 111. 

I have recently devised a self-retaining female 
catheter which has proved quite serviceable and 
satisfactory to me in the treatment of cases of vesi- 
covaginal fistula. On account of its simplicity of 
construction and application I consider that such a 




Fig. 1. 

catheter will be of service to the surgeon in all cases 
where continuous drainage of the female bladder is 
necessary. 

The catheter is made and applied as follows : An 
ordinary soft rubber elastic male catheter of suit- 
able size is split in two equal portions for two- 



thirds of its length, from its open end toward the 
eye end. Then one of these is again split into two 
equal portions. This divides the lower end of the 
catheter into three strips which serve as straps for 
holding the instrument in place. 

A small glass drainage tube (d in Fig. i) is then 
inserted in the split end of the rubber catheter (e) 
at the point where it trifurcates (f in Fig. i). 



Fio. 2. 



The split portions are then cut to proper lengths 
and strips of adhesive plaster are pinned to their 
extreme ends, as seen in Fig. i at points designated 
by a, b, and c. Two additional openings are cut in 
the eye end of the catheter at the points g and h to 
facilitate better drainage. 

The soft rubber portion (e) is then inserted into 
the bladder clear up to the point where the glass 
tube enters (f in Fig. i). The rubber strip (a) is 
now drawn tightly over the pubes and fixed to the 
skin (a in Fig. 2). The smaller strips (b and c) 
are drawn tightly around the thighs from behind 
forward and also attached to the skin in front (b 
and c in Fig. 2). 

Gauze sponges are placed between the rubber 
strips and the vulva as well as over the top of and 
around the glass tube. A perineal binder in which 
a hole has been cut so as to admit the glass drainage 
tube is then brought over the vulva and drawn 
tightly. 

An additional rubber drainage tube can be at- 
tached to the glass tube (d) if desired, or an ordi- 
nary glass male urinal can be placed between the 
legs to catch the urine as it drains away. 

The patient's bed should be slightly elevated at 
the head so as to further facilitate drainage. 
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YEAST IN EXTERNAL INFECTIONS. 

In the evolution of therapy the prominent thought 
controls methods of treatment. When the infected 
sloughing sinus, post-operative or traumatic, was 
considered of vascular pathology, poultices and hot 
stupes were applied, thinking to aid through the 
blood supply. With the discovery of antiseptics 
major importance was attached to them and relief 
was attempted through irrigation with carbolic, bi- 
chloride and other solutions, which in the laboratory 
inhibited germ life on the thread. Practically lit- 
tle, if any, benefit has been obtained from these. 
Conditions in the wound are radically different 
from those studied in the laboratory ; there is pene- 
tration of germs to the depths of tissues, where, 
more than on the surface, the slow and imperfect 
diffusion of antiseptic solutions, into the interstices 
of the wound, prevents their action upon the ac- 
tive germ. 

Although the value of yeast in the treatment 
of traumatic sloughs has long been known its 
simplicity has left it out of the personal pharma- 
copeia of the active surgeon. From time to time it 
has come into favor, but its action not being com- 
prehended, failure to apply it properly has led to 
subsequent neglect. The yeast plant is but one grade 
higher in the scale of life than the pathogenic micro- 
organisms. Consequently it possesses much of the 
life history of the latter, but with a greater tenacity 
for life and larger power for appropriating oxy- 
gen and nourishment from surrounding tissues. It 
has long been known that two plants of similar na- 
ture are prone to crowd each other in the fight for 



life, and the stronger survives. The yeast plant, 
like the microbe, possesses proteolytic enzymes, 
secretes an acid (lactic) and lives on oxygen. Page's 
experiments (Archives of Internal Medicine, 
January, 191 1) are based on a thought of 
Schiotz, that the diphtheria germ cannot exist in 
the presence of streptococcus pyogenes aureus. 
Diphtheria existing as a throat lesion can be as 
quickly controlled by suspensions of streptococcus 
pyogenes aureus sprayed on the naso-pharynx 
as after the injection of anti-toxin. So in infec- 
tious wounds, the proper application of the yeast 
plant may, and often does, lead to the substitution 
of the yeast germ for the pathogenic microbe, with 
cessation of sloughing, the appearance of granula- 
tion and the disappearance of the toxemia incident. 

This is well shown in the following case: 

Mr. B. C, hepatic colic five years ago. Recur- 
rence at irregular intervals since ; jaundice but once 
which was at the first attack. Much emaciated and 
weakened. Urine analysis showed four per cent, 
sugar. Diabetic condition has been known to exist 
for six years. On account of continued gallstone 
indisposition, anorexia, flatulence, occasional vom- 
iting, as well as constant pain in the region of the 
gallbladder, and from inability to follow his occupa- 
tion, it was deemed wise to operate in spite of his 
diabetes. 

On November 20th cholecystectomy. Gallbladder 
removed because of advanced fibrosis, being thor- 
oughly contracted and containing calculi. There was 
pericystitis running up into the parenchyma of the 
liver, and a thick fleshy cord attached the viscus 
to the greater curvature of the stomach about five 
cm. from the pylorus. The wound was closed with 
drainage. 

About the fifth day after operation the tube was 
removed, to be soon followed by infection of the 
wound. It became gangrenous, rapidly enlarging; 
the discharge was foul, the patient showing evidence 
of sepsis, stupor, apathy, general muscular relax- 
ation. The wound was irrigated with bichloride 
solution, no benefit ; then came frequent irrigations 
with one per cent, iodine solutions, still no change 
in appearance. Remembering Page's success with 
substitution and feeling that the diabetic condition 
was largely responsible for the rapid growth of the 
germs a suspension of yeast plant was thought of. 
This was made by mixing Fleischman's yeast with 
sterile water. Every four hours through a catheter 
the wound was irrigated and allowed to remain full 
after irrigation. The local process immediately 
subsided. In forty-eight hours granulations ap- 
peared, the typhoid (?) state disappeared and re- 
covery was soon completed. 
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The case just cited was the first one in which 
suspension of yeast plant was used. Its extreme 
and prompt eflfectiveness has led to its application 
in all similar cases occurring since. I have now 
accumulated a large experience with this form of 
treatment, which in the mind of the writer and those 
who have used it in Christ Hospital thoroughly jus- 
tifies its advocacy. q k. Dickinson, M.D. 



THE DIAGNOSIS OF ECTOPIC 
PREGNANCY. 

In considering the symptoms and the diagnosis 
of ectopic pregnancy it should be remembered that 
we may have to do with several distinct conditions. 
I. It is a pregnancy and the phenomena of pregnancy 
are the symptoms present. 2. It exists within the 
tube as a mass and often causes disturbances by its 
position and size. 3. The various terminations of 
the tubal pregnancy may give rise to different path- 
ological conditions and different symptoms. For 
this reason it is useful to consider in what propor- 
tion the various symptoms occur in four thousand 
cases which I have collected from the literature, 
where the symptoms were noted. 

The majority of patients are multipara, and hav- 
ing experienced pregnancy before believe that they 
know when they are in that condition. This state- 
ment is of considerable value in the diagnosis. In 
about thirty per cent, of the cases congestion of 
Montgomery's follicles and other breast changes 
may be seen. This may take the form of swelling 
and congestion, later tingling, or the primary aur- 
eola may be present. Milk is found in the breasts 
in about one-third of all cases; this is dependent 
very much upon the duration of the pregnancy. 
Nausea or vomiting occur in more than one-third of 
all cases. 

Amenorrhea followed by uterine hemorrhage is 
the most constant symptom. Missing one menstru- 
ation is the common course. Seventy-four per cent, 
of these cases missed one menstruation; nine per 
cent, had symptoms on the day the period was 
expected, and the remainder had hemorrhage 
in the inter-menstrual interval, or the operation oc 
curred before the expected menstruation was due. 
The average duration of amenorrhea in these col- 
lected cases was until the fortieth day after the last 
menstrual period. About ten per cent, of the cases 
missed two periods. The great majority of them 
missed only one period and hemorrhage came on 
before the next menstruation. During the period 
of amenorrhea, pain is seldom a marked factor, al- 
though in about thirty per cent, vague pelvic pains 
were noted while the tubal pregnancy was intact. 



The uterus is commonly enlarged and softened due 
to the formation of a uterine decidua, and the 
color and consistency of the cervix are frequently 
changed. In three per cent, of the cases the decidua 
was passed as a cast, and in sixteen per cent, it was 
noted as the passage of "shreds," "pieces of flesh," 
etc. 

Until the hemorrhage begins, the symptoms are 
due to the growing ovum and are not marked, but 
after hemorrhage takes place, they are caused sec- 
ondarily by the traumatic or inflammatory lesions 
due to rupture of the sac, peritoneal irritation from 
extravasated blood and collapse. 

Uterine hemorrhage is the most characteristic 
symptom of tubal pregnancy; it occurs in eighty- 
five per cent, of all cases. The cases in which it 
does not occur are usually those with early oper- 
ation before rupture of the sac^ The hemorrhage 
comes on at an average on the fortieth day and 
continues without intermission in the great majority 
of cases. It is interrupted in one case to twelve in 
which it is uninterrupted, ^^^len it occurs day after 
day in small amounts and is dry powdery red in col- 
or, it is so characteristic as to be almost pathog- 
nomonic. The onset of bleeding is usually asso- 
ciated simultaneously with the onset of pain. This 
is believed to be due in most cases to intra-mural 
rupture which is followed later by extra-tubal or 
intra-tubal rupture (tubal abortion). In ninety per 
cent, of the cases there was simultaneous onset of 
bleeding and pain. In five per cent, pain was fol- 
lowed by bleeding, while in five per cent, there was 
pain and indisposition without hemorrhage. Most 
of these latter cases were those coming to oper- 
ation for rupture of the sac. 

The character of the pain in tubal pregnancy con- 
forms to certain rules. It is in the lower abdomen, 
usually upon the affected side in about sixty per 
cent, of the cases. It is general over the whole 
lower abdomen in about thirty per cent. The pain 
is variously described as "cramp-like," "cutting," 
"colicky" and "knife-like." It is periodic and also 
paroxysmal, sudden and severe,- and is frequent- 
ly followed by shock, fainting, or collapse. The 
pain is due to peritoneal irritation from extravasa- 
tion of blood from rupture or tubal abortion. It is 
periodic because intra-tubal rupture is associated 
with repeated small hemorrhages which distend the 
tube, and the leaking of blood upon the peritoneal 
surface causes intense pain similar to that due 
to the sudden rupture of intra-abdominal abscess 
or secondary hemorrhage. It is paroxysmal in 
character, and is similar to pain from intestinal 
peristalsis in other peritoneal irritations. In rup- 
ture, the bleeding is more profuse an^ the blood is 
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extravasated more rapidly, so the pain is more se- 
vere and the shock and collapse more marked. In 
tubal abortion with gradual bleeding, the pain is 
usually more persistent and apt to recur; the re- 
turn of the paroxysm may be several times a day 
and the character of the pain is periodic and crampy 
at these times. 

The first onset of pelvic pain is usually associ- 
ated with or followed by shock and collapse of vary- 
ing degree. This may be due to weakness from 
hemorrhage or to shock and nervous collapse. In 
about one-half of the cases this syncope was due to 
hemorrhage, and in about one-half of nervous 
origin from peritoneal irritation. The same type 
of collapse is seen in the sudden filling of the 
peritoneal cavity in secondary hemorrhage. This 
shock usually occurs once, but cases are reported 
in which it has been repeated in a moderate degree. 

With the onset of pain and uterine hemorrhage, 
there is immediate alteration in the pulse rate. It 
is usually increased and is often of a thready 
character associated with shock. The pulse rate in 
the cases analyzed is divided into three almost equal 
divisions. In one-third of the cases the pulse was 
in the neighborhood of 96; one-third no or over; 
and one-third 120 or over; so it may be said that 
the pulse is usually increased in rate when the pa- 
tient is first seen, and in two-thirds of the cases 
it is above no. 

The temperature is usually slightly increased in 
degree. It is quite often subnormal at the time of 
the first acute pain and symptoms of intra- or ex- 
tra-tubal rupture, but soon becomes slightly feb- 
rile. In about one-half the cases, it is above 100 
degrees and seldom higher than 102 degrees. The 
hemoglobin is usually slightly decreased in amount ; 
it is slightly higher than seventy per cent., and rare- 
ly lower than thirty per cent. The average hemo- 
globin finding where it was noted in these cases 
was forty-nine per cent. 

There are sometimes signs of pelvic peritoneal 
irritation. This takes the form of a desire to strain 
after defecation and a feeling of inability to empty 
the bowels. Dysuria and frequency of urination 
also occur. Either one of these symptoms was 
present in about forty per cent., of cases. 

Examination of the abdomen before rupture sel- 
dom shows any tenderness, but after the onset of 
uterine hemorrhage and pain attending the termi- 
nation of the pregnancy, tenderness over the lower 
abdomen is almost invariably present. This is us- 
ually most marked upon the side upon which the 
pregnancy occurs. These symptoms are associated 
with rigidity when there is sufficient peritoneal in- 
flammation and extravasation of blood. If the 



amount effused is considerable there may be 
some distention in the lower part of the abdomen. 
Tympany is not uncommon in primary intra-peri- 
toneal rupture with marked hemorrhage. There 
may be superficial dulness on percussion over the 
pubis and in either flank, with a resonant note on 
deeper percussion. A thrill may sometimes occur 
in the stomach region, although no sign of fluctu- 
ation can be felt. On turning the patient over dul- 
ness in the flanks may persist, but gradually disap- 
pear in a way which is characteristic of eflFusion 
of blood. On vaginal examination, the mucosa is 
slightly congested, but not to as marked degree as 
found in normal pregnancy. Movement of the uter- 
us often causes pain due to the presence of inflam- 
mation and adhesions ; a mass is usually felt to one 
or other side of the uterus. If the pregnancy is 
uninterrupted, the tube containing it usually pro- 
lapses into the cul de sac of Douglas; if rupture 
has taken place, the blood seeks the lowest place 
and forms an hematocele in the same situation. The 
consistency of the mass is doughy and it can be in- 
dented with the examining finger. There is usually 
considerable tenderness. The situation of the mass 
and its size may be altered by the amount of the ex- 
travasation of the blood and the direction which it 
takes. If the mass is large the uterus is usually dis- 
placed towards the normal side. 

The diagnosis of ectopic pregnancy is based upon 
relation of the history and physical examination. 
It IS not difficult in eighty-five per cent, of the 
cases; difficult in ten per cent., and almost impos- 
sible in five per cent. With a definite history of 
a lesion in the pelvis as shown by pain and symp- 
toms referable to the genitalia, with a history of 
amenorrhea followed by an uninterrupted slight 
hemorrhage of a dark powdery red character, par- 
oxysmal periodic pelvic pain with an increase in 
the pulse rate, abdominal tenderness, and a doughy 
mass beside the uterus, the diagnosis should be ex- 
act. Changes in the uterus, lessened hemoglobin, 
congestive changes in the breasts, distention of the 
abdomen, and alteration in the consistency of the 
cervix bring corroborative evidence of value, and 
with a history of a missed menstruation, followed 
by pain and uninterrupted uterine hemorrhage with 
simultaneous onset and of a character different from 
the last menstruation, ectopic pregnancy should be 
suspected. The most constant symptoms are amen- 
orrhea followed by the simultaneous onset of pel- 
vic pain and uterine hemorrhage. The cases diffi- 
cult to diagnose are mostly those of long standing 
where the hematocele is infected and the diagnosis 
to be exact should be infected hematocele. 

Ellice McDonald, M.D. 
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THE RELATION OF ARREST OF DEVEL- 

OPMENT TO GYNECOLOGY AND 

OBSTETRICS. 

Arrest of development has long been recognized 
as a factor in various abnormalities and diseases in 
medipine. There has gradually grown up a broad- 
ening of the concept of its relations to medicine. 
In an article entitled "Hereditary Hypoplasia, etc." 
(Jour. A. M. A., Feb. 13, 1909), and another en- 
titled "The Law of Degeneracy in Its Relation to 
Medicine" (N, Y. Med, Jour., Dec. 24, 1910), the 
writer drew attention to what he conceived to be 
the fact that the relations of arrests of develop- 
ment, or d^eneration, were not only much more 
general in their bearing upon disease but were the 
fundamental factors in most diseases. 

Pediatrists and neurologists in dealing with ar- 
rests of development in their relation to their re- 
spective specialities .have gradually broadened their 
concept of the nature of infantilism, both as to the 
body as a whole and the mentality, until there has 
arisen the concept of infantilism manifesting itself 
merely in a lowering of the vitality of the individ- 
ual, and not apparent in his morphology, as indi- 
cated by the term "asthenia universalis congenita." 
(Ref.) This concept is analogous to that of de- 
velopmental hypoplasia as advanced by me. 

The work of experimental teratologists — Roux, 
Fere, Wilson, Stockard, not to mention others — 
affords the biologic evidence from the experimental 
standpoint of the soundness of the above concept. 
Ballentyne in his monumental work, "Ante-Natal 
Pathology," has collected the evidence afforded by 
experimental teratology and the carefully recorded 
and analyzed clinical experience, and has shown 
that terata-monsters and abnormalities and fetal 
diseases are due to identical causes. That is, ab- 
normal environment, or otherwise pathogenic agen- 
cies, or protoplasmic poisons, can and do cause all 
of the varieties of monsters, abnormalities and fe- 
tal diseases. Likewise he has clearly pointed out 
that ordinarily the results of the action of proto- 
plasmic poisons upon the growing organism are in 
general the same — arrested development; and that 
in particular, or specifically, the results are differ- 
ent, the difference depending upon the period in the 
development of the growing organism when the 
abnormal environment is operative. Thus when 
the primitive ova or the primordial germ cells and 
the unripe ova and spermatozoa are exposed to the 
influence of protoplasmic poisons circulating in the 
maternal or paternal blood, their development is 
arrested either absolutely or relatively. Maturation 



is prevented or becomes imperfect, with the result 
of either sterility or an imperfect (defective) im- 
pregnated ovum. During the germinal period the 
same agencies produce either monsters or gross-, ab- 
normalities. During the embryonal period when 
the physiology of the organism is organo-genesis, 
they produce malformed organs, or monstrosities, 
or gross abnormalities. During the fetal period when 
the physiology of the organism is two- fold, growth 
and function, analogous to that of post-n^tal life, 
the result may be two-fold, either abnormalities or 
fetal disease. The same principles are equally ap- 
plicable to the period of post-natal existence. Phy- 
siology is two-fold, growth and function, and the 
result of the action of pathogeni<* agencies upon 
the developing infant, child and adolescent, etc., is 
arrested development, and, also, when the patho- 
genic agencies are sufficient in degree, disease. 
Thus, in general, there is arrest of development, 
and, in particular, the consequences of the action 
of unfavorable environment depend upon the na- 
ture of function at the particular time when the bad 
environment is operative. The particular result 
of the influence of abnormal environment during 
the developmental period in post-natal life — ^and 
this is true of slight poisoning during the fetal 
period — ^is the production of hypoplasia which is 
the biologic state of these individuals suffering from 
arrest. They are characterized by a relative lack 
of vitality or fetal energy and their organs and cells 
functionate atypically. They are examples of infan- 
tilism considered broadly. Each of these individ- 
uals is his own normal, each is a degenerate variety, 
and when not subjected to the influence of patlio- 
genic agencies, although his functions are atypical, 
they are normal for him; such are psychopathic 
and neuropathic or neurotic or diathetic individ- 
uals. 

Arrests may be particular rather than general, 
these depending upon the period of development 
when the protoplasmic poisons affect the organism. 
The particular organs or systems being the active 
agent or developing most rapidly are more pro- 
foundly affected than those which have already de- 
veloped or develop when the unfavorable factor is 
no longer operative. Hence arise particular arrests 
leading to diatheses from environmental causes. 
These particular arrests may also be due to the "se- 
lective" action of particular poisons, for example, 
that of lead for the nervous system. 

It has long been recognized that each of these 
conditions may be brought about by defects in the 
germ plasm whereby general arrest or particular 
arrests are caused. That which is relatively novel, 
and therefore less well appreciated-4)y the profes- 
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sion, is the fact that each and all of these arrests 
may be brought about through disease of the par- 
ents, and more especially by disease of the mother 
during pregnancy, and that the lesser arrests may 
arise during post-natal life through bad environ- 
ment. These individuals never become adults. They 
are relatively neuters, the secondary sexual charaC' 
ters never fully developing; likewise they are all 
characterized by varying degrees of lack in vitality 
or vital energy. 

The application of these biologic principles to 
gynecology and obstetrics is far reaching. Chlo- 
rosis, delayed puberty, dysmenorrhea of the so- 
called nervous type, abnormal mentality, lowered 
vitality, and neurotic manifestations are the direct 
consequences of arrested development. Displace- 
ments, not only of the sexual organs, but also the 
visceral ptoses, have the same origin. The ptoses 
are in part real and in part apparent, as many in- 
stances of so-called visceral ptoses are merely ex- 
amples of the persistence of the position of those 
organs normal to the fetus or child — arrested devel- 
opment. The ptoses arise in individuals of normal 
development when through the incidences of dis- 
ease there follows lowered vitality, with its resultant 
loss of tonicity of the supporting structures of the 
various viscera. Here the conditions (degeneracy) 
are acutely acquired through the action of patho- 
genic agencies on a normal adult organism. Par- 
ticular arrests are the explanation of the various 
complications in gynecological eases, such as the 
neuroses and such so-called functional diseases as 
nervous indigestion, etc. Subnormal vitality, with 
its associated lack of tonicity in the structures of 
the body, serves to explain many other conditions, 
such as obstipation, abnormal poise of the body, 
whereby through the altered relation of bony struc- 
tures, more especially of the spinal column, they 
are unequal to the undue strain upon certain lig- 
amentous structures; these being deficient in vi- 
tality or tonicity are physiologically incapable of 
doing their work. And owing to an associated de- 
fective and therefore atypical functioning nervous 
system, there arise the numerous aches from which 
such women suffer. The actual condition from which 
they suffer is the biologic state of arrested develop- 
ment or degeneracy, and the particular expression 
is merely symptomatic of the underlying con- 
dition; that is, the ptoses and the various neurotic 
aches are not morbid entities but bear the same re- 
lation to the underl3ring or actual condition as a 
cough does to a bronchitis. The relations of arrest 
of development to tumors including cancfer are not 
so demonstrable. It is clear that all tumors due to 



"rests" in accordance with the theory of Cohn- 
heim are likewise due to arrests of development. 

Experimental teratology in demonstrating the del- 
icacy of the reactions of the growing germ and the 
cells of the developing organs, excitants or poisons, 
indicates that such tumors as are not due to the 
"rests" result from abnormal activation or incite- 
ment to growth of cells by protoplasmic poisons. 

The relations of arrested development or degen- 
eracy to obstetrics are even more important and 
striking than is true of gynecology. The hypoplas- 
tic woman, whether her development hypoplasia or 
d^eneracy be due to defects in the germ plasm or 
to the influence of pathogenic agencies, otherwise 
protoplasmic poisons upon the growing organism,, 
when she becomes pregnant functions atypically 
with reference to the new function of developing a 
new organism, as well as in the reactions between 
her sexual apparatus and her body as a whole. 
Hence arise the disorders of pregnancy and labor. 
The important relations of arrests of development 
to hyperemesis gravidarum arfd puerperal eclamp- 
sia at once become apparent and find their expla- 
nation in the influence of degeneracy upon the func- 
tioning of the ductless glands. The hypoplastic 
female who in the current terminology is a neu- 
rotic or a frail, delicate woman, has a painful labor^ 
her pains are ineffective and she becomes exhausted. 
As her nervous system is hypoplastic and as the 
musculature of her uterus is hypoplastic, the inner- 
vation of the uterus is imperfect, and the uterus is 
incapable of developing the energy necessary to 
expel the fetus ; hence, she becomes exhausted and 
requires artificial assistance. As her cervix and her 
pelvic floor are hypoplastic, lacerations naturally re- 
sult. As her vitality or vital resistance or natural 
immunity is subnormal she is relatively more liable 
to infection, and after this painful and exhausting 
experience she usually develops neurasthenia, and 
when she recovers, the atonic condition of the liga- 
ments of the uterus now suffering from subinvolu- 
tion, and having their vitality further reduced by 
disease, becomes still more atonic and she develops 
ptoses of the sexual organs as well as of the viscera. 
Likewise all the bony deformities are due to ar- 
rests of development, so that the difficulties in labor 
thus find their explanation. 

At the present time the writer is engaged upon a 
research as to the further application of these prin- 
ciples to disease in general, whereby shall arise a 
biologic concept as distinguished from the current 
medical concept of disease. 



Charles P. Noble, M.D. 
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A PLEA FOR IMPROVING THE PREVAIL- 
ING CHARACTER OF EXPERT 
TESTIMONY. 

By Emery Marvel, M. D., Atlantic City, N. J. 

The purpose for which expert testimony is re- 
quired is to elucidate more clearly such facts and 
conditions as are either difficult to understand or 
even impossible of comprehension without the aid 
of some special qualification for the interpretation. 
Special qualification is attained by definite prepara- 
tory study, unusual and extensive practical exper- 
ience, and by repeated application of the acquired 
knowledge. The medical witness, i. e., one whose 
duty it is to properly interpret matters pertaining 
to medicine and surgery, prepares himself by a 
special course of study in medicine and surgery, by 
definite clinical observation, and by experience 
gained in the practice of his profession. It may be 
assumed other factors being equal, that through 
better preparedness and the better understanding 
possessed by the witness the full purpose is more 
nearly attained in the evidence offered. If the fol- 
lowing principles were the only motive for testify- 
ing, then ideal conditions would obtain — that is, if 
the object of every expert witness were to present 
as clear an understanding as is possible for him to 
give of the matter concerning which he is testify- 
ing, irrespective of what side of the controversy he 
may have been called to testify on, or uninfluenced 
by any prejudice he may himself entertain, then his 
testimony would realize most completely its purpose. 
Is this the prevailing character of expert medical 
testimony? I fear not. 

Too often is it evident that the physician permits 
himself to offer testimony purporting to be expert 
in character, when in reality what he presents serves 
to confuse the court, if not himself, more than to 
clarify the understanding. This is occasioned 
oftimes by a lack of appreciation of the necessity 
for preparedness. When an expert assumes to 
know, he must be ready to explain what he has as- 
sumed to know, not only for his own understand- 
ing, but for the understanding of those to whom he 
is testifying. His explanation should be concise, 
clear and above all free from sentiment or bias. To 



do this he must know, as well as assume to know, 
the facts and conditions concerning which he testi- 
fies. A defect in preparation' results in defective 
information that is capable of clouding the under- 
standing, inducing erroneous conclusions on the 
part of those rendering a decision, imposing pro* 
crastination in the proceedings, incurring additional 
expense upon the community, and in the end de- 
feating justice in its application. Such testimony 
robs us of the respect we desire and deserve, for 
by the giving of such evidence the profession is 
judged to be indefinite, uncertain, and negligent, in- 
stead of possessing caution, definiteness, and as- 
surance. 

Whatever may be the evils of unpreparedness in 
giving expert testimony, such is incomparable to 
the evils of prejudiced and biased testimony. It is 
the testifying in accordance with preferred wishes 
for a decision in favor of the contention — a preju- 
dice influenced by sentiment, affiliation or even com- 
pensation — that most defeats the purpose for which 
expert testimony is intended. Whatever may be 
the preference in the controversy, the testimony 
should be fully removed from it. Facts and opin- 
ions concerning facts must be considered as if no 
other knowledge except those special facts and con- 
ditions existed. To testify with the understanding 
that the compensation for the service will be con- 
tingent upon the litigant winning the contest is al- 
most certain to formulate bias opinions and also to 
inspire undue interest in favor of the side engaging 
the witness. That witnesses sometimes testify un- 
der these influences illustrates the existence of an 
evil worthy of mention only to demand its removal 
in order to effect an improvement in the prevailing 
character of expert medical testimony. 

Damage and murder trials are the most common 
cases requiring medical expert testimony. When 
efforts are being made to recover damages for al- 
leged injury it is desirable to show, not only the 
extent of the injury, but also its immediate and re- 
mote sequence. In order to estimate the value of 
damages sustained by the injured due to anticipated 
incapacity or sufferings, or both, the court needs 
to consider the opinion of the medical witness. It 
is the right of the litigant to furnish an unlimited 
number of witnesses, provided their testimony is 
relevant to the case. The stakes for which the 
contest is waged implies an effort upon the part of 
each contestant to secure testimony favoring the 
cause. The litigant asumes it to be his right to 
know the character of the evidence to be given be- 
fore engaging the witness. He, therefore, endeav- 
ors to obtain witnesses who will testify most favor- 
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ably for his contention. This being the privilege 
of both litigants — ^and equally desirable to each — 
the practice is to line up two cpmbinations of op- 
posing medical witnesses: Those selected by the 
plaintiff testifying to support the pontention of the 
plaintiff; those selected by the defendant testifying 
equally forcibly in support of the defendant's con- 
tention. It is quite possible that two witnesses can 
honestly testify to opposing opinions; but when one 
witness will testify to-day to an opinion favoring 
a certain contention, and, with similar if not iden- 
tical conditions from which to deduce his conclu- 
sions, the same witness will subsequently testify to 
an absolutely adverse opinion, it leaves a grave 
doubt as to the witness's honesty of purpose and 
invites suspicion of ulterior motives actuating his 
testimony. Is there any wonder under circum- 
stances of this kind that medical expert testimony 
suflFers ridicule and brings upon itself accusations 
most uncomplimentary? It is the too prevalent cus- 
tom to use and abuse medical testimony in this man- 
tier that supports,, if not justifies, a common accu- 
sation that medical evidence is a conimodity of hire. 

It is alleged by those familiar with the conditions 
of the courts that there exist — available to most 
every court of trial — certain graduates of medicine 
know as "expert witnesses," whose testimony can 
be secured by, and possibly shaped in conformity 
with, either sid£ to the controversy. If this be true 
— and I am not prepared to deny it — it is a smirch 
upon the escutcheon of the medical profession. As 
if there could be any defence for the existence of 
such agents, it is claimed that organized capital 
controls, under the obligation of constant engage- 
ment in official positions, graduates of medicine 
who will always testify in favor of their official 
affiiliation. I do not mention this allegation to af- 
firm or deny its existence, but inferentially there is 
too often apparent evidence to support it. It is not 
so common to observe upon the witness stand a 
physician or surgeon testifying to an opinion most 
strongly favoring contentions the benefits of which 
will go to those from whom the witness enjoys con- 
tinuous compensation. One may under such cir- 
cumstances be unprejudiced in his testimony, but 
that it is unbiased is difficult to conceive. It is at 
least indelicate and invites unfavorable comment 
upon the members of the profession to which the 
witness belongs. Attempts to justify the existence 
of the professional medical expert (for such he is 
justly called) are not wanting in the allegation that 
such an agent is the product of necessity, occa- 
sioned by the testimony offered through the official 



medical graduate who is in the constant employ of 
corporations. Again, neither is the contra-allega- 
tion wanting, that the necessity has arisen through 
the existence of the professional medical expert for 
medical men to be in constant service to oppose his 
adverse influence upon the corporation. As to 
which of these factors is cause and which is eflFect, 
we are not prepared to assert, nor is it relevant 
here. Of this we are certain, they are both in the 
capacity of giving expert medical testimony in- 
imical to the principles governing the purpose of 
expert testimony, and should be discountenanced. 

Murder trials, especially when the accused be- 
longs to a famfly possessed of influence and large 
financial means, offer extensive opportunity for 
the prostitution of expert medical testhnony. Prom- 
inent trials in recent years have had much influence 
upon the lay mind in discountenancing the sincerity 
of the medical witness. The daily press has been 
liberal in criticising the honesty of the evidence. 
When a professional alienist testifies to the irre- 
sponsibility for the act of murder upon the part of 
the accused, which opinion is declared from the 
collected reports of the actions the accused com- 
mitted for a period of time preceding the allied 
crime, and then within a period of a few months 
testifies with equal effort that the same accused is 
perfectly sane and responsible and hence worthy 
of freedom, some foundation, it would seem, is af- 
forded for the criticism of the press and the loss of 
respect by the public for expert medical testimony. 
Especially is this true when the witness offering so 
inconsistent evidence, himself holds a prominent 
official State position. The opportunity that brii^s 
such evils into existence is the custom by which 
medical testimony is obtained. The possibility of 
injecting any opinion under the guise of expert tes- 
timony, provided the opinion is relevant to the case 
at trial, invites with the golden bait misleading, 
absurd, dangerous and justice-defeating testimony. 
In such cases it would sometimes seem that it is not 
a matter of opinion, but what words the witness 
may use to make hi€ efforts of service most val- 
uable to him who pays for the service. It is not 
the court which the witness in such practice serves, 
but the pre judical interest of one party to the con- 
troversy. 

In conclusion the following points are worthy of 
consideration : The unpreparedness of medical wit- 
nesses. The existence of a professional expert whose 
opinion is moulded in conformity with the needs of 
the litigant by whom he is engaged. Presumptive 
expert testimony bearing evidence that favors the 
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litigant upon whom the witness depends for salary 
or office. Expert testimony given under the con- 
tingency of win — pay; lose — no pay. Able wit- 
nesses prepared to advocate the trial as well as to 
give expert testimony, whose efforts result in evi- 
dence fortified in one side's interest. All these evils 
deserve an effort for correction and invite his plea 
for improving the prevailing character of expert 
medical testimony. 



PENNSYLVANIA RAILWAY SURGEONS^ 

ASSOCIATION, LINES EAST OF 

PITTSBURG. 

We are informed by Dr. Spencer M. Free, Chair- 
man of the Scientific Program Committee, that the 
papers to be presented at the forthcoming meeting 
of this Association, at Atlantic City, May 31st and 
June 1st, include: Addresses by Dr. John B. 
Murphy, of Chicago, and Dr. J. William White, 
of Philadelphia (subject not yet announced). Dr. 
J. C. Bloodgood, of Baltimore, on "Traumatic 
Shock, and the Employment of Blood Pressure Es- 
timation in its Prevention and Treatment." Dr. 
Wamwright, Chief Surgeon of the D., L. & W., of 
Scranton, Pa., on "The Reduction of Cancer Mor- 
tality." Dr. H. T. A. Lemon, of Washington, on 
"Depressed Fracture of the Malar Bone." Dr. M. 
Clinton, of Buffalo, on "Traumatic Shock." Dr. 
Geo. P. MuUer, of Philadelphia, on "Infection and 
Immunity." Dr. J. M. Wells, of Trenton, on "Sur- 
gical Shock." Dr. Kingsbury, of Nanticoke, on 
"Little vs. Much Technique and Apparatus in Bone 
Surgery." Dr. S. L. McCurdy, of Pittsburgh, on 
"The Treatment of Old, Ununited and Deforming 
Fractures." Dr. Walter Lathrop, of Hazelton, Pa., 
on "The Surgical Importance of Early Diagnosis." 
Dr. H. Edwin Lewis, of New York, on "Some 
Newer Ideas m Wound Healing." S. B. Lloyd, 
Esq., on "The Relation of the Railway Surgeons 
to the Legal Department." Dr. O. C. Gaub, of 
Pittsburg (subject not yet announced). 

The excellence of this preliminary program 
speaks for itself and every member of this Associa- 
tion will find it to his advantage to be present. 
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Murphy's Clinics. Issued Serially; One Number 
Every Other Month, Six Numbers a Year. Per 
Year $8.00. Philadelphia: W. B. Saunders Co., 
1912. 

One always likes to listen to Dr. Murphy's 
teaching. He says something practical and much 
that is new. 

The first numbers of the "Clinics" are delight- 
ful reading. The cases are all interesting and 
cover a wide field. We were especially pleased 
with the clinics on "Salvarsan," "Duodenal Ul- 
cer," "Hydrops," "Arthritis of the Wrist," and 
"Blood Clot in the Bladder." In fact, the cases 
are so intensely interesting that we are left un- 
satisfied — we would like to know more about 
them. In each clinic, Dr. Murphy discusses sub- 
jects, more or less related to the one in hand, and 
often seems to wander too far afield. Not that we 
object to these wanderings, for in them he says 
many good things, but he sometimes does not 
come back, he does not tell us enough about the 
case itself. His occasional remarks about what 
he is doing while operating may make the pro- 
cedure plain to the onlooker, but the reader is 
often left in the dark as to just what the operator 
has done and how he has done it. In the case of 
"Arthritis of Wrist" he merely tells us the rem- 
edy injected. We wish he had told whether any 
other subsequent treatment was used (splint? 
massage?). 

Then we would like to know something about 
the results of these operations. We feel as we 
do when we read an exciting continued story; 
we are anxious to learn whether there is a happy 
ending. Will not Dr. Murphy gratify our curi- 
osity and tell us about the after history of some 
of these cases? May we suggest that these cases 
be numbered consecutively throughout the year 
and that they be referred to briefly in subsequent 
numbers? 

However, the "Clinics" have much to commend 
and are well worth reading. The publishers are 
doing something which will be of great benefit 
to surgeons the world over, by placing the clin- 
ics of Dr. Murphy within the reach of all — A. W. C. 
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Electricity in the Treatment of Goitre.— Potts 
says in his work on electricity (Lea & Febiger, 
Publishers, Phila.) that in the treatment of goi- 
tre either percutaneous galvanism, with or with- 
out cataphoresis, electrolysis, or both combined, 
may be employed. In the former method rather 
large electrodes should be placed, one on each 
side of the gland, and a constant current of 5 or 
more milliamperes passed for fifteen minutes 
every other day. If the growth is very large, a 
good sized electrode so made that it will closely 
conform to the surface of the gland should be 
used, while the other is placed on the back; by 
this method currents of 25 milliamperes or more 
may be used. The kathode should be made the 
active electrode. In using this method, cata- 
phoresis can also be utilized, by wetting the neg- 
ative electrode with Lugol's solution (iodine be- 
ing electronegative, seeks the anode). If electro- 
lysis is used, a strong, sharp, sterilized needle, 
which may be either smoothly insulated with 
shellac to within a short distance of the end or 
not insulated, is introduced for an inch or more 
into the growth; it is then connected with the 
negative pole, the positive being placed on an 
indifferent point, and a current of from 10 to 20 
milliamperes passed for ten minutes. The skin 
may be previously anesthetized by freezing with 
ethyl chloride. This may be repeated twice a 
week if necessary, and percutaneous galvaniza- 
tion, as above described, can be used during the 
interim. Electrolysis is especially valuable in 
cystic goitre; in these growths the contents of 
the cyst should be evacuated after the operation. 
Excellent results, especially in small tumors, 
may be obtained by these methods. 



Cancer of the Gallbladder. — Cancer of the gall- 
bladder, usually due to stone, is characterized, 
aside from the symptoms of this latter condition, 
by nodular tumor in the gallbladder region. Di- 
agnosis, says Martin (Surgical Diagnosis, Lea 
& Febiger, Publishers, Phila.) should be made 
by operation and before tumor becomes dem- 
onstrable. 

Gallbladder cancer, secondary to infiltration of 
the liver, usually gives no history of stone, and is 
of minor moment as compared to the primary 
disease. In either case, if the cystic duct be oc- 
cluded, acute suppurative cholecystitis, with its 
characteristic symptoms, may develop and mask 
the original lesion. 

Occlusion of the common duct by cancer of the 
papilla cannot be distinguished from that due to 
stone, since it is usually secondary to this con- 
dition, except for the lack of intermittence in ob- 
structive symptoms and the development of 
ascites from vein involvement. The complicating 
gastric disturbance, the constitutional manifes- 
tations of cholangitis, and the symptoms and 
signs of pancreatic involvement, are the same in 
both affections. 



Surgical Gleanings 



The Use of Powders in the Vagina. — Dr. iL 

Nassauer (Miinch. med. IVochensch., No. lo-ii, 
1912) strongly urges the dry treatment of leucor- 
rhea by means of the insufflation of powders. Of 
these bolus alba has proved the most useful, be- 
cause it is an impalpable powder having high ab- 
sorption power. This method of treatment has 
proven particularly valuable in acute gonorrhea 
and serves to a great extent to replace the use of 
tampons. 

Gynecological Diagnosis and Treatment in the 
Insane. — Dr. B. S. ^hultze (Gyndk, Rundschau, 
No. I, 191 2) makes a plea for thorough gynecologi- 
cal examination in all women presenting signs of 
insanity and for resort to appropriate treatment be- 
fore their committal to an asylum, if possible. He 
refers to the excellent results of Hobbs, who during 
five years submitted all female patients suffering 
with mental disorders to gynecological examinations 
and ,when necessary, to operative treatment, and ob- 
tained 35 per cent, more recoveries than in cases 
observed during the same period in which no atten- 
tion was paid to any existing genital disease. The 
earlier the gynecological treatment was instituted 
at the beginning of the psychosis the more perma- 
nent the cure. For these reasons Schultze urges 
the need of operating rooms and the services of 
trained g>'necologists in female insane asylums. 

Treatment of Purulent Peritonitis. — In a report 
from the Surgical University Clinic of Basel Dr. 
Iselin (Detit. Ztschr. f. Chir., Bd., no, Hft. 4-6) 
remarks that prolonged application of heat to the 
abdomen after operations and in inflammatory con- 
ditions is of decided benefit. This is accomplished 
by the electric thermophore, which is employed after 
ail the author's abdominal operations, as he feels 
convinced the heat stimulates the peristalsis. In in- 
flammatory irritation of the peritoneum the heat 
promotes absorption and prevents intestinal atony. 
The best results, however, were obtained in puru- 
lent peritonitis, after the cause had been removed 
by operative intervention. During the operation it 
is of special importance to thoroughly irrigate the 
abdominal cavity with 0.9 per cent, saline solution 
at a temperature of 42 C., this being followed by 
adequate drainage with a tube. 

Supravaginal Amputation of the Uterus. — Dr. 

R. de Bovis (Sent. Med., No. 7, 1912) states that 
the supravaginal operation gives a somewhat lower 
mortality than total hysterectomy for uterine 
myomata. On the other hand, the latter is the 
more complete method, because it establishes bet- 
ter conditions of drainage and prevents any later 
development of cancer in the stump. The end re- 
sults of both methods are equally good. Hence the 
author recommends total extirpation in cases of 
infection, real or suspected malignant degenera- 
tion, or large deep-seated myomata. In the other 
cases the supravaginal operation is preferred. 
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Post-Operative Thrombosis and Embolism. — 

Among 5,524 operations, including 1,720 laparoto- 
mies H. V. Klein (Monatssch. /. Geburtsh, u, 
Gyndk., Bd. 34, Heft. 5-6) found 50 cases of 
thrombosis and embolism. Thrombosis was most 
common after abdominal operations, especially 
those for uterine myomata. The pelvic and fem- 
oral veins on the left side were particularly affect- 
ed. Besides direct wound infection, other causes 
of mechanical character could be determined. The 
severity of the operation is an important factor. 

Peritoneal and Genital Tuberculosis in Fe- 
males. — Dr. H. Schlimpert {Arch, f, Gyndk,, Bd. 
94, Hft. 3) in 3,514 autopsies failed to find a single 
case of isolated peritoneal or primary genital 
tuberculosis. From his observations he believes 
that peritoneal tuberculosis is especially caused by 
infection by way of the intestine or transmission 
of bacilli by the lymphatics of the pleura, or it 
may be of hematogenous origin. Ordinarily the 
disease is a complex process implicating other vital 
organs. There is no positive reason to believe that 
it arises secondarily from genital tuberculosis. 
Tuberculosis of the vagina may be an isolated con- 
dition, due to extension of the process from neigh- 
boring organs. In uterine tuberculosis the tubes 
are usually involved. While tuberculosis of the 
ovaries is rare, that of the tubes constitutes the 
most frequent form of genital tuberculous affec- 
tions. In the author's opinion peritoneal tubercu- 
losis causes death in a moderate percentage of 
cases, while the genital form can never be consid- 
ered as a direct cause of death. Tuberculosis of 
the urinary system is never a primary isolated con- 
dition and its prognosis is worse than where the 
disease affects the genital tract. 

Sugar Treatment of Tuberculous Peritonitis. — 

Dr. F. Kuhn {Arch. f. klin. Chir., Bd. 96, Hft. 3-4) 
believes that after operation in this disease it is im- 
portant to exert a persistent influence upon the 
process in the affected peritoneal cavity. This he^ 
thinks can best be done by leaving a concentrated 
solution of sugar in the abdominal cavity, particu- 
larly in the deeper portions, after laparotomy. The 
effect of this is to prevent coagulation and stimu- 
late secretion, as well as to prevent the formation 
of hemolytic toxic products and protect the endo- 
thelium. 

Laparotomy for Placenta Previa. — Dr. E. 

Scipiades (Centbl, f. Gyndk.; Wiener klin 
Wochensch., No. 12, 1912) describes three cases of 
placenta previa, in all of which laparotomy had 
been performed with success. The first was a 
I-para, thirty-five years old, with a central placenta 
previa, who was delivered of a living child by 
Cesarean section. In the second case, that of a 
Il-para, thirty-eight years old, with a total placenta 
previa, a supravaginal amputation of the uterus was 
done for myoma. The third patient, a Vlll-para. 
forty years old, was also subjected to supravaginal 
amputation, the child being dead before the opera- 
tion was undertaken. 



Precocious Puberty and Ovarian Tumor. — Dr. 

Verebely {Wiener klin. Wochensch., No. 13, 1912) 
reports the case of a girl, six years old, who up to 
five years of age had developed normally. Since a 
year hemorrhages had recurred monthly and other 
signs of puberty had appeared. The child was 
about four inches taller than one of a corresponding 
age, and the breasts, which were the size of lemons, 
contained glandular structure. In the axilla as well 
as the pubic region there was an abundant growth 
of hair. The labia were thick and pigmented, and 
the vagina of abnormal size. Examination of the 
abdomen revealed a nodular tumor of the size of a 
child's head connected with the left side of the 
uterus. At the operation a very vascular ovarian 
sarcoma was found. The uterus was of the size 
of that of an eighteen or nineteen year old girl, the 
right ovary being normal. After operation the hem- 
orrhages ceased, the hair fell out, and the breasts 
receded in development. The only sign of preco- 
cious puberty left was the deeper quality of the 
voice. The author states that such cases are rare, 
and he has been able to find only 126 in the litera- 
ture, in but two of which the condition was due to 
a tumor. 

Application of Tincture of lodm to the Perito- 
neum for Tuberculous Peritonitis. — Dr. A. Hof- 
mann (MUnch. med. Wochensch., No. 10. 1912) 
states that painting the normal peritoneum with 
tincture of iodin produces a strong reaction, as 
shown in animal experiments by profuse transuda- 
tion and adhesion. In tuberculous peritonitis the 
chief way in which nature effects a. cure consists in 
hyperemia, transudation and adhesions. Simple la- 
parotomy in this disease will alone sometimes cause 
hyperemia of the peritoneum, and so will hot air 
and the x-ray. None of these means, however, will 
cause so marked a degree of hyperemia as tincture 
of iodin. If a coil of intestine is painted with it, 
it speedily loses its lustre and becomes brown, but 
this coloration soon yields to a diffuse redness. In 
the dry form of peritoneal tuberculosis the applica- 
tion of the tincture sometimes produces a serous 
transudation in a few hours with subsequent forma- 
tion of adhesions. Whik.4bese are to be dreaded in 
case of normal intestine, the author regards them as 
harmless in tuberculous peritonitis for the reason 
that the curative process in this disease is always ac- 
companied by their extensive formation. From ex- 
periments on animals and observations oh patients 
laparotomized for tuberculous peritonitis the auth- 
or felt encouraged to try applications of iodin to 
the parietal and visceral layers of the peritoneum in 
this disease with the result that the period of cure 
was considerably shortened. He reports four cases, 
in all of which recovery rapidly occurred under this 
treatment. The application was regularly followed 
even within the first forty-eight hoqrs by a chemo- 
tactic peritonitis without any fevef ,9f tympanites, 
but these symptoms of irritation speedily subsided. 
The entire time of treatment avera^d four weeks, 
while in cases treated in the customary way months 
may elapse before complete recovery occurs. 
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Acute Diffuse Peritonitis Resulting from a Ruptured Pyo- 

salpinx (Tex. S. Jour. Med., Apr., 1912). W. B. Car- 

rell, Dallas. 
Acute Perforating Gastric and Duodenal Ulcer, the Clinical 

Features and Treatment of (An. of Surg., Apr., 1912). 

E. Eliot. Jr.. New York. 
Anal Fissure, the Palliative and Operative Treatment of 

(Bost. M. and S. Jour., Apr. 11, 1912). T. C. Hill. 

Boston. 
Aneurismal Varix of the Popliteal Vessels. Operation for 

(An. of Surg.. Apr.. 1912). J. C. Da Costa, Phila. 
Anterior Poliomyelitis, the Surgery of (Therap. Gas., 

Apr. 16, 1912). H. A. Wilson. Philadelphia. 
Appendicitis in Unmarried Women, the Diagnosis of (Med. 

Her., Apr., 1912). A. E. Hertzler. Kansas City. Mo. 
Ascites Secondary to Vascular Cirrhosis of the Liver, the 

Surgical Treatment of (Jour. A. M. A.. Apr. 13. 1912). 

B. A. Babler. St. Louis. 
Ascites, Surgical Treatment of (Interst. Med. Jour.. Apr., 

1912). J. F. Binnie. Kansas City. 
Brlght's Disease, the Surgical Treatment of (South. Med. 

Jour., Apr., 1912). S. Lloyd. New York. 
Cancer of the Prostate (Lane. -CI In., Apr. 20, 1912). R. C. 

Bryan. Richmond. 
Cancer, the Early Diagnosis of (Pa. Med. Jour.. Apr., 1912). 

W. L. Rodman. Philadelphia. 
Cephalic Tetanus (An. of Surg. Apr.. 1912). A. J. Brown 

New York. 
Certain Gynecological Aspects of Neurasthenia and Hys- 
teria (Aql Jour. Surg., Apr.. 1912). E. Novak. Balti- 
more. 
Chronic Appendicitis and Lane's Kink (Pa. Med. Jour., 

Apr., 1912). W. Davis, Wllkes-Barre. 
Chronic Duodenal Ulcer, Some Observations on the Symp- 
tomatology of (Bost. M. and S. Jour., Apr. 18, 1912). 

H. S. Rowen. Boston. 
Chronic Ulcer or Chronic Indigestion, Its Successful Treat- 
ment by Surgical Measures; Report of 25 Cases (Bost. 

M. and S. Jour., Apr. 11, 1912). C. L. Scudder. Boston. 
Cleft Palate. Remarks on (Lanc-Clin.. Apr. 20, 1912). T. 

W. Brophy. Chicago. 
Congenital Dislocation of the Hip (Northw. Med., Apr., 

1912). F. J. Fassett Seattle, Wash. 
Congenital Malformations of the Ureters (An. of Surg., 

Apr.. 1912). D. N. Bisendrath. Chicago. 
Congenital Stenosis of the Pylorus; the Surgical Treatment 

(Surg.. Gyn. and Obst., Apr., 1912). C. L. Scudder. 

Boston. 
Decorative Surgery (Lancet. March 23. 1912). W. H. Bat- 
tle, London. 
Derangements of the Knee Following Strains and Blows 

(Lancet. March 16. 1912). A. E. Barker, Londtfn. 
Derangement of the Knee-Joint (Northw. Med., Apr., 

1912). C. F. Eikenbary. Spokane, Wash. 
Destruction of Tumors of the Urinary Bladder by a High 

Frequency Current Effect, Known as Desiccation 
(Surg., Gyn. and Obst, Apr., 1912). B. A. Thomas, Phila. 
Diagnosis of Solitary Kidney, Blocked Ureter and Kidney 

Inactive by Reason of Previous Disease (Bost. M. and 

S. Jour., Apr. 18, 1912). E. Garceau, Boston. 
Diaphragmatic Hernia Diagnosed Before Operation (Interst. 

Med. Jour., Apr., 191,2). N. B. Carson, L. Huelsmann, 

St. Louis. 
Dislocation of the Hip Caused by Infectious Arthritis 

(Therap. Gaz., Apr. 16, 1912). J. H. Shaw, Phila. 
Dorsal Root Section In the Treatment of the Spastic State 

of Cerebral Diplegia, an Analysis of the Results of 

(N. Y. Med. Jour., Apr. 20. 1912). L. P. Clark, A. S. 

Taylor, New York. 
Duodenal Ulcer, Significance of the Symptoms in (Lancet, 

March 2, 1912). C. Mansell Moullin. London. 
Dysmenorrhea and Some Popular Errors Pertaining to it 

(Jour. la. S. M. A., Apr., 1912). C. F. Wahrer, Fort 

Madison, la. 
Ectopic Gestation, Diagnosis of (Brit Med. Jour., March 

2, 1912). R. Davies-Colley, London. 
Emergency Li^arotomles, a Review of 105 (Jour. M. A. 

Ga., Apr., 1912). R. M. Harbin, Rome, Ga. 
Enterostomy — a Life-Saving Measure (N. Orl. M. Jour., 

Apr. 1912). F. W. Parnam, New Orleans. 
Extension and Recurrence of Breast Cancer Through the 

Deep Fascia (Med. Rec, Apr. 18, 1912). L. F. Wat- 
son, Oklahoma City. 
Fracture and Dislocation of the Upper End of the Humerus 

(Med. Rec, Apr. 6, 1912). J. B. Blssell, New York. 
Fractures at the Elbow in Childhood, Treatment of (Am. 

Jour. (>bst., Apr.. 1912). W. F. Campbell, Brooklyn. 

N. Y. 
FYactures, Some Features Essential to Success in the Oper- 
ative Treatment of (Lanc-Clin., Apr. 13, 1912). W. 

FuUer, Chicago. 
Fractures, the Operative Treatment of (Surg., Gyn. and 

Obst, Apr., 1912). J. A. Blake. New York. 
Gastroenterostomy: Technic of the Operation with the Use 

of a New Instrument (Jour. A. M. A., March 80, 1912). 

A. G. Brenizer, Charlotte, N. C. 
Grave's Disease, the Operative Treatment of (Lancet, Mar. 

9. 1912). W. Trotter, London. 
Gunshot Wounds of the Abdomen, Treatment of (Surg., 

Gyn. and Obst, Apr., 1912). F. B. Walker. Detroit 
Habitual Dislocation (Congenital) of the Patella, a Method 

of Treatment of (Surg.. Gyn. and Obst, Apr., 1912). 

G. Robertson, Dunfermline, Scotland. 



Hallux Valgus and Bunions, Further Observations on the 
Surgical Treatment of (N. Y. Med. Jour., Apr. 6. 1912). 
W. L. Keller, U. S. Army. 

Heart Wounds. Treatment of (An. of Surg.. Apr., 1912). 

B. H. Pool, New York. 

Hernia, Why Ligate the Sac in (South. Med. Jour., Apr., 
1912). H. A. Elkourie, Birmingham, Ala. 

Hip Disease, Common Deformities in, and their Treatment 
and Correction (Jour. Mo. S. M. A., Apr.. 1912). A. 
O'Reilly. St Louis. 

Imperforate Anus (Jour.-Lanc, Apr. 15, 1912. A. A. Law, 
Minneapolis. 

Intraperitoneal Route in Operations on the Ureters (Canad. 
M. A. Jour., Apr., 1912). R. E. McKechnie, Vancouver. 

Jaundice in Surgery (Tex. S. Jour. Med., Apr., 1912). C. 
Johnson, Fort Worth. 

Jejunoatomy (Am. Jour. Med. Sc, Apr., 1912). W. J. Mayo, 
Rochester^ Minn. 

L3rmphangioma of the Fallopian Tube (Am. Jour. Obst, 
Apr., 1912). A. P. Leighton, Portland, Me. 

Malignant Disease of the Testicle, and the Operation for 
Removal of the Ilio-lumbar Lymph GUands when Sec- 
ondarily Affected or as a Precautionary Measure (Lan- 
cet March 9, 1912). Sir Henry Morris, Iiondon. 

Medical Aapects of* Surgical Diseases, or Preventive Sur- 
gery (Jour. A. M! A., March 28, 1912). J. C. Bloodgood, 
Baltimore. 

New Apparatus for Administering and Warming Genera] 
Anesthetics and New Methods of Administration (Jour. 
A. M. A., March 28. 1912). R. C. Cobum, New York. 

Observations on the Thyroid Gland and its Diseases (Surg., 
Gyn. and Obst, Apr., 1912). C. H. Mayo, Rochester, 
Minn. 

Pancreas, Personal Experience with Diseases of the (N. Y. 
Med. Jour., March 28, 1912). J. B. Deaver, Phila. 

Pancreatic Lymphangitis (Am. Jour. Med. Sc., Apr., 1912). 
J. B. Deaver, D. B. Pfelffer, Philadelphia. 

Pericecal Hernia, a Short Review of, with Report of an Ap- 
parently Unique S^icecal Hernial Sac (St Paul Med. 
Jour., Apr., 1912). A. Schwyzer, St. Paul. 

Perineal Lacerations, Etiology of (N. Y. Med. Jour., Apr. 
20, 1912). J. C. Edgar. New York. 

Pneumectomy: Its Possibilities (An. of Surg., Apr.. 1912). 
S. Robinson. Boston. 

Postoperative Treatment of Prostatectomy (Therap. Gax.. 
Apr. 16, 1912). L. W. Bremerman, Chicago. 

Present Status of Conservative Work on the Uterus. Tubes 
and Ovaries (Am. Jour. Surg., Apr., 1912). C. R. 
Hyde, Brooklyn, N. Y. 

Prolapsus, an (deration for, Without Disturbance of Ana- 
tomic Relations and Without the Necessity for Ab- 
dominal SecUon <Jour. A. M. A., March 28, 1912). R 

C. Hirst, Philadelphia. 

Prominent Ears (N. Y. Med. Jour., March 88, 1912). R. 

T. Morris, New York. 
ProsUtic Obstruction (Lanc-Clin., Apr. 20, 1912). B. 

Lewis. St. Louis. 
Pruritus Vulv»: Ito Etiology and Treatment (Brit. Med. 

Jour.. March 2. 1912). R.A. Gibbons, London. 
Pulmonary Thrombosis Following Surgical Operations 

(Jour. Ind. S. M. A., Apr., 1912). B. Van Sweringen. 

Fort Wayne. 
Pyosalpinx, Specific Treatment of (Med. Rec., Apr. €, 1912). 

H. J. Farbach, Louisville, Ky. 
Repair of Hernise from the Peritoneal Side of the Abdom- 
inal Wall (An. of Surg., Apr., 1912). B. H. Beckman, 

Rochester, Minn. 
Retrobulbar Neoplasms, Rational Surgery of, with Report 

of a Case (Cal. S. Jour. Med., Apr., 1912). P. de 

Obarrlo. San Francisco. 
Retroversion of the Uterus (Brit Med. Jour.. March 3, 

1912). W. J. Gow. London. 
Sacculated Aneurysm, the Treatment of, by Wiring and 

Electrolysis (Jour. A. M. A.. Apr. 13, 1912). H. A. 

Hare, Philadelphia. 
Significance of Blood in the Stools (Surg., Gyn. and Obst. 

Apr., 1912). J. M. T. Finney, Baltimore. 
Simple Fractures, Observations on the Treatment of 

(South. Med. Jour., Apr.. 1912). D. Eve. Nashville. 
Simple Method of Making Carbon Dioxld Snow (Jour. A. 

M. A.. Apr. 6, 1912). M. B. Ahlbom, WUkes-Barre, Pa. 
Some Differences Between the Surgery of Children and 

Adults (Surg., Gyn. and Obst, Apr., 1912). C N. 

Dowd, New York. 
Spinal Analgesia, a Fourth Report on Experiences with, in 

Reference to 2,854 Ciases (Brit Med. Jour., March 18, 

1912). A. E. Barker, London. 
Strains and Dislocations of the Sacro-iliac Joints (South. 

Med. Jour., Apr., 1912). E. S. Hatch, New Orleans. 
Talipes Ekiuino-Varus, the Treatment of (Lancet March 

9, 1912). E. M. Comer, London. 
Torsion of Uterine Annexa in the Hernias of Nurslings (N. 

Y. Med. Jour., Apr. 6, 1912). A. V. Moschcowitx. New 

York. 
Transplantation of the Fibula. Report of a Case (SurfL, 

Gyn. and Obst, Apr., 1912). W. R. MacAusland. B. E. 

Wood, Boston. 
Tuberculous Bladder (South. Med. Jour., Apr.. 1912). M. 

O. Shivers, Colorado Springs. 
Tumors of the Male Breast (An. of Surg., Apr., 1912). J. 

Speese, Philadelphia. 
Tirphoid Perforation and its Surgical Treatment (Jour. Ind. 
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Urinary Calculi, Observations on the Surgery of (Northw. 
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CONSERVATION IN SURGERY.* 

By Joseph B. Bissell, M.D.. New York., 
Vuiting Surgeon to BcUcvuc and St. Vincent's Hospitals. 

The conservation of the resources of a country, 
its forests, soil, productivity, water power, mines, 
animals, and its energy-producing forces of all 
kinds, is a great civic duty of the day. Equally 
binding upon our profession is the duty of conserv- 
ing and restoring, when impaired by disease or 
injury, the inborn qualities and capabilities of the 
human body. Before condemnation it is our duty 
to make every effort to restore an injured organ, 
a damaged limb, or an impaired function, not alone 
from a surgical point of view, but from a socio-eco- 
nomic one as well. Before resorting to destructive 
or obliterative cures, by means of amputations, ex- 
cisions and side-tracking, we should endeavor to 
restore the injured limb, protect the diseased organ, 
or tide over the disabled function in its emergency. 

So brilliant are the results of operative proced- 
ures to-day, so easily and rapidly are they carried 
out, and so sure and certain of success are we in 
hitherto unapproachable surgical projects that the 
temptation of a dazzling surgical expedient at the 
expense of the patient's future is often too great 
for most of us to resist. But a short time ago the 
pleural and pericardial cavities, the great serous 
cavities of the body and joints, were immune from 
surgical attack because of the almost always fatal 
result of such interference. Nowadays exploration 
of these cavities is indicated, not only for the re- 
moval of diisease or foreign bodies, but frequently 
for diagnostic information only. The relief fol- 
lowing drainage of a heretofore unapproachable 
purulent cavity, for instance that of the skull or 
some of its sinuses, or the gallbladder, the ability 
to prevent infection, the rapidity of healing, the 
capability of making better looking and more ser- 

*Read before the HospiUl Graduates' Club, March 88th, 1912. 



viceable stumps, better technic, the great improve- 
ment in instruments and other surgical devices, to- 
gether with a better knowledge of the mechanics 
of surgery, urge us to more radical and more pre- 
cipitate surgical activity. With all the resources 
and advantages of modern surgery at our command 
it may be quite possible in our enthusiasm that we 
conclude too hastily to remove the seriously or 
problematically damaged limb, gallbladder, spleen 
or joint. 

That we can frequently by amputation and ex- 
cisions quickly and certainly avoid a set of har- 
assing, troublesome, exasperating and destructive 
symptoms and often threatening death, is true. 
The rapid and sure relief in many of these cases 
seems to justify radical action. A problem, we as 
surgeons and physicians, who are responsible in 
a degree for the public good as well as the public 
health, have to face sooner or later after operation 
is the importance of the future pecuniary loss or 
damage to the individual or those depending upon 
him, as well as to the State, by the absence of cer- 
tain functions, organs or limbs removed by our 
acts. Amputation is the greatest reproach to mod- 
ern surgery. To destroy a function or to remove 
organs or limbs is a confession of weakness. Mu- 
tilation is a further confession of our inability to 
restore diseased tissues or to save what is left of 
injured functions. It is avoiding the problem, not 
solving it. Any good mechanic can amputate and 
turn out a satisfactory flap and obtain a neat look- 
ing and satisfactory acting local result. There is 
probably no easier procedure in surgery than an 
amputation. The method of removing a limb or 
disarticulation of a joint, aside from the technic, 
has improved only very slightly from the earliest 
days. All that is required is a short time to con- 
sider, a consultation or two, a proposition to the 
family or the sufferer, with warning of the probable 
results of delay and the assurance of the pretty 
certain local cure, to obtain consent. 
^ The preservation of damaged tissues, organs, 
limbs, or impaired functions of the Iw^man body is 
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a much more difficult proposition. Restoration of 
function, without the employment of operative 
measures, occurs oftener than the ultimate surgi- 
cal statistics as recorded would seem to indicate. 
Time, patience, more intimate acquaintance with 
problems of hiiman physiology and pathology, bet- 
ter understanding of the capacity of tissues to re- 
sist destructive processes, better estimation of the 
local or general vitality of structures in a given 
human being will help to produce a better outcome 
in each special case. Laboratory findings, research 
work, and its possible eventualities should appeal 
to us more than the attractive, interesting and bril- 
liant purely surgical successes. In spite of the te- 
diousness, the harassing and disagreeable details, 
and the many other objections in looking after a 
protracted case, it is a much more satisfactory re- 
sult to save a badly damaged leg or arm than to 
lose it even by the best surgical methods, no mat- 
ter how quickly or successfully the amputation may 
be performed or how perfect the local effect may 
be. 

Extirpation of a useful organ, as the breast for 
example, indicates in a way surgical incompetency. 
We are able to remove it carefully, skillfully and 
successfully, but we fail not only to preserve a 
normal organ and restore its function after it is 
attacked by disease, but we have destroyed every 
chance of further recovery — an admission of com- 
plete failure. Like a well trained fire department, 
which can only stop the progress of the flames by 
blowing up the neighboring buildings, we cure by 
destruction of surrounding structures. An abso- 
lute local cure may at times be fatal to life, as for 
instance removal of one or both legs for injury or 
disease may produce a successful immediate re- 
sult, but cause death from shock, from exhaustion, 
or later from inability to recover from the ante- 
cedent morbific conditions which made operation 
necessary. In these conditions surgery offers no 
solution of the problem except destruction. A 
hopeless answer. 

There is another plea for conservation which 
appeals to us. The socio-economic side presents 
its argument. The removal of a limb reduces the 
earning capacity of the individual. The amputa- 
tion of a leg or an arm in a laborer means not only 
that the sufferer himself is reduced to poverty or 
crime, but it means that if he be the bread winner 
of a family all of those depending upon him 
become more or less dependent upon charity. They 
become a burden upon the taxpayer and the State. 
Economically, therefore, every amputation repre- 
sents a certain amount of loss in the earning ca- 



pacity of the community in which that person lives. 
It means a higher tax rate as well as a larger num- 
ber of cripples and paupers. Surgery has failed 
in its duty to the State if it rushes precipitantly 
into mutilating operations until every effort has first 
been made to conserve or restore again the indi- 
vidual parts or functions. This object may possibly 
be obtained, aside from the knife, by seeking as- 
sistance from the laboratory studies and the new 
modern discoveries for the prevention of infection, 
as by the building up of the patient's resistance 
by the formation of anti-bodies, by the use of va- 
rious sera or vaccines, or. by inhibiting bacterial 
growth. On the other hand, operative surgery is 
always to be resorted to in time to save life and 
health. Radical measures are always to be em- 
ployed when indicated, and it is to be remembered 
that what might look to the lay mind like brutal 
and precipitate destructive activity, to the surgical 
intelligence may be the very highest attainment of 
conservation. 

Conservation surgery and conservative surgery 
are closely interwoven, and not infrequently the 
most radical surgical procedures may be the most 
conservative and lead to conservation. 

The following cases occurring in the service of 
the writer are cited for illustration : 

Case I. John ^l., twenty-four years old, rail- 
road employee. He was injured May 29, 1907, by 
having his foot caught between two cars in an ac- 
cident, and when brought to the hospital in an am- 
bulance was suffering severely from shock. The 
injury was at the left ankle-joint; the shoe and 
clothing above the joint were torn and destroyed, 
and fragments of bone were sticking out through 
the torn trousers' end. Examination showed a 
compound comminuted fracture, with dislocation 
of the ankle-joint. Both malleoli were split off 
and the astragalus was broken in several places. 
The OS calcis presented a stellate fracture through 
its body. There was a large gaping wound of the 
soft tissues, which were badly lacerated and filled 
with dirt and small fragments of bone. It ex- 
tended from below the point of the inner malleolus 
about three inches upward. The joint was widely 
opened and the surfaces extensively contused. The 
shock from which the patient suffered was so se- 
vere that an anesthetic could not be given, but the 
wound was cleaned as well as possible of dirt, 
pieces of clothing and the fragments of bone, 
and the badly contused soft parts were cut 
away. The dislocation was reduced and drain- 
age tubes inserted. In the next twenty-four 
hours the temperature and pulse rose rapidly, and 
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the foot became edematous and discolored. Pain 
and redness extended up the leg, and amputation 
was advised. The advice was refused, and it was 
determined to wait a day or two and see if gan- 
grene might set in and a pathological amputation 
follow. On the day following the foot itself 
seemed to be about the same, but the patient's gen- 
eral condition was much worse. The edema had 
extended up the leg and symptoms of phlebitis ap- 
peared. The temperature at times was io6 degrees, 
the pulse going up to and remaining most of the 
time at 140. At the end of forty-eight hours he 
had a severe chill, and was told that the only chance 
to save his life was to have an amputation just 
below the knee-joint. He again refused, saying 
that as his livelihood depended upon his legs he 
would sooner take the chance of dying with the 
leg than to live without it. He consented to have 
everything else done in the way of operation ex- 
cept the removal of his foot and leg. Under anes- 
thesia the wound was opened widely on both sides ; 
all the loose fragments of bone, together with the 
worst looking parts of the soft tissues were re- 
moved and drainage installed through and through 
the ankle-joint. The tendo Achillis was sutured 
where it had been torn across. The other distorted 
and lacerated tendons crossing the joint were re- 
stored as nearly as possible to their normal con- 
dition, and the wound around the drainage tubes 
was packed with iodoform gauze. The circulation 
in the foot was found to be satisfactory. Later on 
innervation was also found to be normal. The sub- 
sequent course of the case was, as might be ex- 
pected, troublesome and tedious. He required a 
good deal of attention, irrigations and postural 
splints, and considerable care to prevent bed sores. 
The treatment for his local and general condition 
occupied the time, thought and attention of doc- 
tors and nurses for over six months before finally 
the wounds and the sinuses following them were 
healed. He was discharged cured September 30, 
1908, with a very serviceable ankle joint, with only 
three-quarters of an inch shortening. He is able 
to walk with a hardly perceptible Idmeness and 
draws full pay as a conductor on one of the trains 
running into the Grand Central station. I have 
seen him within the last few weeks, and if I did 
not know his history and was not more or less ac- 
countable for his present condition, I would hardly 
be able to believe that he had at one time such 
severe injuries as to compel us to tell him that he 
must lose either his leg or his life. 

Case 2. Miss McM., aged thirty-three. June 
10, 1898, she was seen in consultation because of a 



small tumor in the right breast which was noticed 
a few weeks preceding. Examination disclosed a 
typical hard tumor, the size of a pigeon's egg, in 
the lower right quadrant, towards the middle" of 
the breast. There was marked retraction of the 
nipple, but no palpable glands in the axilla. Re- 
moval of the tumor and the breast was advised 
and the advice accepted. The operation was car- 
ried out, including excision of all the contents of 
the axilla. The patient was rather thin and spare, 
and the edges of the wound were brought together 
without very much difficulty and without any extra 
cuts. Healing was by first intention, and the pa- 
tient was discharged at the end of three weeks 
with no symptoms of any special interest. Five 
years later she appeared with a small growth in the 
left breast. A similar operation was performed 
with exactly the same results. No drainage in 
either operation. She made an uneventful recov- 
ery and there has been no return of the tumor any- 
where else. The pathologist reported on both oc- 
casions that they were typical adeno-carcinoihata. 
At the date of the present writing she "is perfectly 
well and has grown much stouter and happiei^.' 

This is a case of radical surgery, extremely con- 
servative, and illustrative of the best ideas o{ con- 
servation, preserving the patient's health arid life. 

Case 3. W. D., lawyer, thirty-three years of age, 
consulted me in the fall of 1887. This gehtle'man 
had a bad tubercular farhily history, his father 
having died of consumption, as had also two s^lsters 
and a brother. Following the passage of a sound 
he had an acute urethritis and as a consequence an 
extremely painful epididymitis. This inflamma- 
tion went on to suppuration, and the abscess was 
opened and drained. The opening closed down to 
a small sinus which was troublesome only because 
of a slight sero-purulent discharge. For years the 
sinus opening would close up occasionally ihd a 
cyst form, which had to be opened because of pain 
and tension. This would discharge for a few 
months at a time, then close again, and then had to 
be opened to relieve the pain and discomfort. For 
the last few years the sinus has remained closed 
and therefore caused him little or no discomfort. 
He has had purulent urine for years, which, how- 
ever, does not give him any trouble. It contains 
tubercle bacilli, and these microbes are occasionally 
found in his sputa. For a long time there were 
well-marked nodules in his prostate. At the pres- 
ent date the testicle itself has almost entirely dis- 
appeared. Fortunately he was a gentleman Of 
wealth, entirely independent in his associations, 
and able to choose his mode of life, etc. He lives 



Digitized by 



Google 



172 



JOURNAL OF SURGERY. 
INTERNATIONAL 



Conservation ix Surgerv. 



June, 1912 



out of doors and is very active in all athletic pur- 
suits. He rides, drives and travels under the most 
favorable conditions. He still has purulent urine 
with tubercle bacilli, but no frequency or pain in 
micturition. He is now apparently in perfectly sat- 
isfactory health. At the time of his acute state of 
illness after the diagnosis had been made by several 
specialists, he was strongly urged to have the dis- 
eased testicle removed. I opposed operative in- 
tervention because of his systemic tubercular infec- 
tion, his family history, and the mental effect such 
an operation often has upon the patient. This 
case is an illustration of conservative surgery, pre- 
serving both the health and mentality of the pa- 
tient. 

Case 4. Mrs. J. C. H., thirty-eight years old, 
presented herself at the hospital December 28. 1903, 
for operation for cancer of the breast. She had in 
the right breast, situated in the lower inner quad- 
rant, an irregular indurated tumor, flat, the size of 
a lemon, fluctuating at several points. It had been 
present nearly a year, increasing very slowly until 
in the past six months, when fluctuation appeared 
and developed rapidly. The patient gave a typical 
history of syphilis. She was put on anti-syphilitic 
treatment and the tumor disappeared slowly. In 
June, 1904, there was no evidence of any trouble 
in her breast. 

This patient has. been- under observation off and 
on up to the present date. She has had an occas- 
ional suspicious skin lesion and at times has had 
treatment. She has been quite comfortable phy- 
sically and mentally. There has been no return of 
any trouble in her breast, which shows no differ- 
ence in its contour from its neighbor on the other 
side. This is a case of conservation mentally, phy- 
sically, and, as far as appearances go, functionally. 

Case 5. R. C. S., an infant twelve weeks old, 
seen first July 8, 1908. At that time a small abscess 
had developed over the right mental eminence. This 
had followed or was co-incident with a severe at- 
tack of colitis lasting about seventy-two hours. The 
abscess was opened and healed rapidly. A few 
days later a new point of infection developed over 
the upper portion of the crest of the right tibia. 
Within forty-eight hours another point of infection 
appeared low down in the calf muscle. During the 
following six months at least two dozen smaller or 
larger abscesses developed in various parts of this 
baby's body; they seemed to be deep, arising ap- 
parently from beneath the periosteum. Examina- 
tion of the pus showed at first staphylococci ; later 
on the . cultures all showed the short variety of 
streptococci. During the summer most of the infec- 



tion seemed to concentrate itself upon the right 
tibia, and late in August, on removing some small 
pieces of dead bone from one of the sinuses, it was 
discovered that the main portion of the bone seemed 
to be rotating in the forceps. All of the tibia from 
the epiphysis above to that below, that is, the entire 
shaft, came away very easily. Both joints were in- 
volved, the leg was riddled with sinuses and ab- 
scesses, while at the same time a number of ab- 
scesses were being treated in various other parts 
of the baby's body. Attention to the general health, 
diet, hygiene, etc., was continued, and by December 
2Sth the openings in the leg were closed. A mod- 
erate amount of ulceration at the site of the orig- 
inal abscess of the leg necessitated treatment for 
several weeks longer. A moulded pUster-of-Paris 
splint, extending from below the ankle and encir- 
cling the foot, protected the leg from deformity 
and prevented possible fracture of the fibula. On 
Octdber 25th an x-ray of this leg showed a very 
definite outline of a new tibia extending from epi- 
physis to epiphysis. The new tibia could also be 
felt very distinctly under the examining fingers. 

This case went on having abscesses in various 
parts of the body for several years, but evidently 
built up enough resistance to overcome the original 
and later infections. 1 have seen him within the 
last few days and he is the picture of health, ex- 
cept for about a half inch shortening in the affected 
leg. His last abscess was in August, 1911. It came 
on rather rapidly and was opened and healed within 
a few (lays. This boy has had the best possible op- 
portunities for carrying out every means for the 
relief of his condition. From the time of his first 
illness he was able to obtain every possible remedy 
necessary for the accomplishment of his pure. He 
had every help that money and attention could ob- 
tain for him. He is now about four years old, and 
practically from his first infection has never passed 
a night under a roof in a bedroom. His waking 
and sleeping hours have all been passed out of 
doors. This case illustrates the conservation of 
life, limb and health. 

Case 6. J. E., male, Hebrew, eighteen years 
old, was in Bellevue Hospital in October, 1898, 
when I came on duty. He had been under treat- 
ment for some time by the surgeon preceding 
me in attendance. He had an osteomyelitis of 
the tibia and femur of the left leg. Two opera- 
tions had been performed on him, the shaft of 
the bone in each instance being cut down upon, 
the diseased portion chiseled out, every part of 
the infected cavity curetted away, and the wound 
drained. Shortly after my taking care of him 
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new foci appeared in the upper end of the tibia 
and the lower end of the right femur. These 
points were cut down upon and treated in the 
.same manner as in the former operations. This 
treatment and the convalescence following it 
lasted several weeks. In the meantime the same 
3ort of infection occurred in the humerus of 
both arms. The operation was repeated in these 
regions. The long bones of the left leg were so 
seriously involved that it was thought hardly 
worth while to try and save the limb. He slowly 
improved, however, and when it was possible to 
do so we put him out of doors and kept him 
there all day and all night for a month, and then 
as his improvement continued in spite of suppur- 
ating bone sinuses in various parts of the body, 
he was sent to the country. The general treat- 
ment which was carried out consisted of special 
feeding, nursing and the best hygienic meth- 
ods available under the somewhat limited cir- 
cumstances of a patient occupying a bed in the 
general ward of Bellevue Hospital. At that 
time we knew very little about opsonic index, 
anti-bodies, vaccines, "resistance" of the tissues 
to infection, or the growth of germs. His moth- 
er, a little old Jewess, who was one of the most 
devoted women I have ever known, used to 
bring him daily fresh eggs, and milk and vege- 
tables from the country, and such other dainty 
and nourishing and attractive food as she could 
get. Curiously enough she allowed us to put 
him by an open window, and assisted in every 
effort to build up his resistance. She gave up 
the little store in Avenue D. in which she earned 
a poor living, and, acting as a nurse, took him 
to a nearby village in New Jersey. Several 
times during the course of the six months in 
which he was in the hospital the local condi- 
tions and the evidence of general infection were 
such as pointed to amputation as the surest, saf- 
est, and certainly the quickest way to relieve 
him of the drain upon his system and allow him 
to leave the hospital alive. He returned to me 
after several months in the country with the 
sinuses all healed and his general health in 
very good ct>n(lition. In this case fortunately, 
as in the one just related, the appetite remained 
good throughout the entire illness. 

This man is now married and the father of a 
family. He is a ticket chopper on a station of 
the elevated railroad. Here is a patient who re- 
covered from conditions threatening not only 
the loss of his limb, but his life as well. He had 
been in this country only a few years, was very 



poor, and unable to afford even the necessities of 
life. Undoubtedly an amputation was indicated 
early in the disease. Such an operation would 
have saved considerable money for the city, for 
his mother and his friends, and a good deal of 
suffering for himself. In all probability, how- 
ever, it would have made a helpless dependent 
pauper of a man who is now earning a living 
for himself and his family, is a tax-payer and a 
producer, and a self-respecting citizen and voter. 
This result was obtained in spite of the fact that 
he was deprived of all the advantages which 
wealth and influence are supposed to affor4 to 
ill or injured humanity. The case is reported as 
a contrast to the one immediately preceding in 
order to show what may be accomplished even 
for the very poor in an up-to-date hospital by 
means of careful attention and nursing, nourish- 
ing food, cheerful companionship, sympathy, en- 
couragement, a knowledge of the origin of the 
disease, sunshine and fresh air, good digestion 
and in a youthful patient. 

Case 7. P. A., aged thirty-two, longshore- 
man, was brought into the hospital by ambu- 
lance, November loth, 1910. The patient was 
caught, while at work in the hold of a vessel, 
by a rope circling round his right arm above 
the elbow-joint. The rope was suddenly brought 
taut, breaking the bone at the junction of the 
middle and lower thirds. The fracture was com- 
pound, the upper fragment of bone protruding 
through the torn sleeves of his shirt and coat. 
On examination it was seen that the soft parts 
w^ere torn completely off the bone at the seat of 
injury, except in front, the lacerated wound ex- 
tending around the arm and involving all but the 
inner fifth of its circumference. In this unin- 
jured portion of the soft parts the artery was 
felt intact, and the biceps muscle was also unim- 
paired. Circulation in the forearm was good. 
Although the endeavor looked almost hopeless, 
it was decided to try and save the injured mem- 
ber. The lacerated muscles were sutured to- 
gether after a thorough cleansing of the wound, 
a drain was inserted through and through, and 
the fragments of bone brought in apposition and 
held with two moulded plaster-of-Paris splints, 
the elbow being flexed. Convalescence was ab- 
solutely uneventful, union of both bony and soft 
parts taking place without any untoward inci- 
dent. At the end of six weeks the man was dis- 
charged from the hospital with normal function 
at his elbow-joint and a useful arm. He is now 
working at his avocation loading and unloading 
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ships along the water front — a striking illus- 
tration of the ability of apparently hopelessly 
damaged tissues to recover under certain condi- 
tions^ , 

Case 8. Lily P., ten years old, was injured 
by being run into by a carriage, September 2ist, 
191 1. She was brought into the hospital next 
day with a compound fracture of the upper third 
of the right humerus and the soft parts badly 
lacerated, a piece of broken bone projecting out 
through the torn clothing. Under an anesthetic 
the wound was cleaned and several loose pieces 
of tfee humerus were removed. The patient did 
very well until the end of the second day, when 
a sudden rise of temperature and pulse with foul 
smelling discharge and crackling in the wound 
showed that a severe infection of the part was 
taking. place. Microscopical examination of the 
pU5 "i^liowed the presence of the air bacillus, and 
the .patient was transferred to an isolation ward. 
A long incision down to the bone was made. In 
a ityjT hours the rapidly spreading infection ne- 
cessitated further cutting. Incisions were made 
in tte axilla, the chest wall, the lower end of the 
humerus, and the upper end of the forearm. Am- 
putation at the shoulder-joint was strongly urged, 
but refused. She was ill for several weeks. 
More fragments of the humerus were removed 
and came away with the discharge until it looked 
as if there was no part of the bone left except 
the upper and lower extremities. She was under 
treatment in the isolation ward until she came 
into my service early in January, 1912. By this 
time the wounds had contracted down to three or 
four very small but profusely discharging sinuses. 
The JFore-arm was still badly edematous, the el- 
bow-joint still fixed and painful, and there seemed 
to be ver}' little left of the left arm except the 
soft parts. The biceps muscle itself had very 
neafly disappeared. X-ray examination at this 
time showed some slight remainder of bony 
structure at the upper and lower extremities of 
the bone, with a thin line of calcareous material 
uniifrig the two. It was a question whether she 
would have a more useful existence with an 
amputated stump at the shoulder, or such a de- 
fective limb as promised to result from leaving 
it on. Amputation was again advised and re- 
fused. Two weeks later a second x-ray showed 
a slight increase of bony material in the arm, 
and it was evident that a certain amount of peri- 
osteum was present uniting these bony points; 
and 'as her general health was very good, with 
her youth in her favor, it was hoped to obtain 



a fairly useful arm, more expecially as amputa- 
tion was again refused. Under ether the elbow 
was flexed easily to a right angle, there being no 
bony ankylosis. Moulded splints were applied 
to protect the arm from injury and for its sup- 
port. X-ray examination a few days ago showed 
a very decided amount of the new bone filling 
in the length of the upper arm. She has now 
well marked motion at the elbow-joint and in 
the fingers. A new humerus solid and firm, but 
curved and irregular in contour, can be distinct- 
ly felt. The swelling has almost entirely disap- 
peared from the forearm and hand. The fact 
that she can flex her forearm upon her arm proves 
that enough of the flexor muscles are present to 
hope for more or less complete functional restor- 
ation of the joint action in the future. 

This case is a remarkably good example; of 
what may be done by conservation ideas in a 
surgical mind when helped by youth, good 
health, and a powerful tissue resistance. . . ^ 

Case 9. A. PI , aged forty-two, ironworker, 

was injured by having both ankles extensively 
crushed between two iron beams. He . was 
brought to the hospital, October i6th, 1919, the 
day of his injury, with a compound comminuted 
fracture and dislocation of both ankles. Both 
malleoli and the astragalus and os-calcis of both 
legs were broken. The patient presented severe 
shock, and as I happened to be operating at the 
time he was brought at once to the op<^r?iting 
room, where an extensive cleansing of the lac- 
erated wounds was carried out without anes- 
thesia. The bloodvessels and most of the ten- 
dons crossing the ankle were intact, and the 
skin and subcutaneous tissue of the front and 
back of the ankle was uninjured. Through and 
through tube drainage was instituted and anter- 
ior and posterior moulded plaster splints applied 
for support. Convalescence was exceedingly 
tedious and troublesome both for the patient, 
the surgeon, the nurses, and the hospital. Dur- 
ing this time the patient was taken to the oper- 
ating room for treatment frequently, pieces of 
dead bone removed, abscesses about the foot and 
joint opened and drained, sinuses curetted, and 
various kinds of splints used to retain, as near 
as possible, the normal relation between the 
foot and the leg. After about sixteen months he 
was discharged cured. 

He now presents the following condition : He 
has a moderate amount of motion in both ankle- 
joints. The legs are of about the same length. 
He is over six feet tall and his len^h has been 
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reduced perhaps a couple of inches. As the 
damage involved both legs it is impossible to 
say how much actual shortening is present. The 
point is that he is able to work, retains both feet, 
has satisfactory motion at the ankle-joint, and 
in spite of the suffering which he went through 
is living and satisfied with his good health. 
There is no doubt that the symptoms and injur- 
ies from which he suffered at the time he was 
brought to the hospital indicated the necessity 
of a double amputation. Had this been done and 
he survived he would have probably left the 
hospital cured, without having had to undergo 
the great amount of suffering, or the various 
operations, some of them under anesthesia, to 
which he had to submit, and that he would have 
thus saved himself, the hospital and everybody 
connected with his case a great deal of anxiety, 
worry, distress and care. But he would have 
g'oile away a cripple, deprived of the opportunity 
of earning his living, helpless, a burden to his 
family and friends, and perhaps consigned to 
even a worse fate. That is the contrast to 
which I wish to draw your attention. 

Here are a few selections from the numerous 
experiences which can be duplicated many times 
over in the services of any of the surgical hospi- 
tals of this city, as well as in the private practice 
of most of the active surgeons. 

Conservation of the human body, its organs 
and its functions may at times be best attained 
by radical surgery, at other times by conserva- 
tive surgery. Cases may occur when conserva- 
tion is best served by both radical and conserva- 
tive procedures. Pursuing our surgical investi- 
g^ations and discoveries more in the direction of 
relief and cure without the use of the knife, is 
the aim of conservation surgery. Any well 
trained surgeon can amputate, or excise, or per- 
form a permanent drainage successfully so far 
as'.the local result is concerned, but more is re- 
quired than skillful fingers, good technic, and 
anatomical knowledge to save intact or restore 
to normal damaged organs or disordered func- 
tions. The expert surgeon of to-day operates 
^w^ith such ease, certainty, celerity and impunity 
that the temptation to over cut is almost irresist- 
ible. The example of modern surgical proce- 
dures is exceedingly alluring. Not all workers 
in the surgical field are experts. The startling 
after-effects found occasionally in the experience 
of all of us show that the temptation to emulate 
the brilliant surgeon may lead at times to very 
troublesome and even disastrous results. Waste 



of human life or organs by surgical mutilation 
is a crime against the state as well as against 
the individual. The resources of the surgery of 
to-day and its ability to erase structures and 
avert physiological processes without death to 
the patient is marvelous, and we are only be- 
ginning to realize its possibilities. In spite of 
this, or because of it, we must not be blind to 
the necessity of saving and not wasting the hu- 
man organism. Earnest consideration and 
thought ought to be given to the development of 
tissues and physiological processes, rather than 
to perfecting new and striking operations. De- 
cay in injured living tissue is so easy and rapid; 
repair so difficult and slow. The need of suc- 
cor for th'e damaged structures is ever present 
and always acute. There should be more build- 
ing up and less tearing down. More efforts to- 
wards preservation and restoration and less to- 
wards problematical alteration. Protection and 
creation rather than attack and demolition. Con- 
structive and not destructive should be our util- 
ization of the wonderful advances made in sur- 
gery and its allied sciences. 

Upon our ability to make proper use of this 
knowledge depends the conservation of human 
health, life and the race itself. 

46 West 55th Street. 



FRACTURES AND THEIR TREATMENT. 

By A. W. CoLCORD, M.D., Clairton, Pa. 

In no branch of surgery are there more all-around 
knowledge, good sense and skill required than in 
the treatment of fractures. In the writer's opinion, 
it takes a better surgeon to properly diagnose, re- 
duce and care for the average fracture tlian to 
operate upon the average case of appendicitis. And 
when it comes to the more difficult cases, difficult 
of reduction or of retention, cases with delayed 
union or non-union, cases complicated by muscle, 
joint, nerve or bloodvessel injury, it often taxes 
the ingenuity of the surgeon to its utmost. 

In no branch of surger}' are failures so frequent 
nor so apparent to the layman. A badly *'set'' 
bone is a walking advertisement of the failure of 
the "setter" during the patient's lifetime. 

Nowhere are malpractice suits so frequent nor 
so successful as in the fracture cases. It is so easy 
for the shyster lawyer to exhibit the crooked, stiff- 
ened, atrophied or paralyzed arm to the jury and 
wax eloquent over the ignorance or neglect of the 
surgeon and the wrongs of his client. 
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This paper is mainly a plea for the rational treat- 
ment of fractures, based on a study of pathology, 
mechanical causes of displacement, pain, spasm and 
the dystrophy of soft parts, causing loss of func- 
tion. The writer has no pet method of treating 
fractures and insists that a "cut and dried" mode of 
treating any particular fracture must necessarily 
be bad in the great majority of cases. 

The same intelligence and discrimination should 
be used in the management of fractures as in the 
treatment of typhoid fever. In treating this dis- 
ease one must not only have a general knowledge 
of its cause, pathology, symptoms and course, but 
must make a study of each individual patient ; every 
case constitutes a problem in itself and he must 
treat conditions as he finds them. The same is 
true of a man with a broken leg. The surgeon 
must not only be familiar with the causes, symp- 
toms, pathology- and course of fractures in general, 
and with the danger of loss of function and de- 
formity to the patient; but he must know what 
causes produce the displacement of bony frag- 
ments, what obstacles he is likely to meet in reduc- 
tion and retention, what causes the pain and mus- 
cular spasm, edema, and. the later stiffness, atrophy, 
weakness and tenderness of the limb. He must be 
familiar with the different therapeutic measures 
which will cure or prevent these wrong conditions. 
And most important of all he must make a study 
of each individual case and accurately apply the 
principles to meet the conditions which he finds. 
Xo two legs are broken just alike — no two fur- 
nish the same symptoms, complications or difficul- 
ties. It would be just as absurd to lay down hard 
and fast rules for the treatment of every Pott's 
fracture as for the treatment of every case of ty- 
phoid fever. 

During the nineteen years of his practice, the 
writer has had a large amount of railroad and mill 
surgery, work involving a large number of frac- 
tures — for the past ten years about one hundred 
fractures yearly. He has endeavored to give a few 
hints, taken mainly from his own experience, which 
. he hopes may be helpful in this very important and 
difficult subject. 

He has consulted freely the writings of others, 
including those of Scudder. Stimson, Mumford, 
Lexer-I>evan; Da Costa, Foote, Monnell, Rose and 
Corliss, Lane, Murphy, Eisendrath. and the var- 
ious writers in the medical journals. He is also 
indebted to a number of Pittsburg surgeons, who 
have rendered him personal aid in furnishing cases 
for study, x-ray plates, etc. 



DiAG.XOSIS. 

In making a diagnosis in a case of suspected 
fracture we should proceed with the same system 
and thoroughness as in diagnosing diseases of the 
chest, and we may use much the same process of 
examination. Some fractures are apparent at a 
glance while others require our utmost skill and 
patience to determine whether a fracture exists 
and what is its nature. For convenience in tfeach- 
ing assistants, the writer has been accustomed to 
use the following outline: 

1. History, 

2. Inspection, 

3. Palpation. 

4. Manipulation. 

5. Measurement. 

6. Auscultation. 

7. X-Ray. 

1. History. — \\t should try to ascertain the kind 
of violence, its nature, direction, amount qf force, 
the ix)sition of the patient when receiving it» as 
well as the ix)sition of the injured limb. 

We may question him as to his sensations at 
the time — Was there a sense of something break- 
ing; did he hear it. etc? Was it immediately fol- 
lowed by loss of function ? Could he walk o|i foot, 
use his arm, etc? Was there pain and what was 
its character, location, direction, and duration? 

Later, after we have completed our diagnosis 
and given him proper treatment, we may get some 
other facts in the patient's family history,; personal 
history and present condition that may. have ^.bear- 
ing on our prognosis and treatment. Alw^ays ob- 
tain a history of previous injury to the. aifected 
limb. Failure to do this has led to many errors 
in diagnosis, 

2. Inspection. — We now should carefully remove 
as much of the patient's clothing as will expose both 
sides of the body well beyond the injured limb 
and the corresponding one of the other side, and 
place him in a position where both limbs are sym- 
metrically placed. Use good light. Now observe the 
contour of injured limb as compared with the well 
side. Note any swelling, change in shape of joints, 
discoloration, abrasion, wound, or protruding bone. 
either through the skin or under the skin. Look for 
any unnatural bending of the limb between the 
joints. Note carefully the position of the lirab — 
everted, inverted, ann carried in the other hand, 
etc., and whether the patient uses the . injured 
limb. This is especially useful in case of babies. 
Note the patient's attitude — some attitudes are pe- 
culiar to certain fractures, as that of fractured 
clavicle or rib. Note his facial expression — anx- 
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iety, pain, shock, etc. Look for associated symp- 
toms from injury to soft parts or important organs. 
In certain fractures you may expect certain symp- 
toms, as: 

(a) In fractured skull — concussion, changed 

pupils, coma, convulsions, hemorrhage 
from ear, nose or mouth, etc. 

(b) In fractured rib — hemoptysis, dyspnea, or 

pain, indicating injury to nearby nerves 
or to pleura and lung. 

(c) In fractured pelvis — hemorrhage from ure- 

thra, extravasation of urine, hemorrhage 
into pelvis, etc. 

(d) In fractured spine — paralysis of parts be- 

low, retention of urine, etc. 

Note the patient's general condition as regards 
->hock, hemorrhage, or injury to vital organs. 

3. Palpation. — This should always be very gentle. 
Note the contour of the soft parts, then of the 
bone, also the relative position of bony promi- 
nences, as the three prominences of the elbow-joint, 
the trochanter of the femur, malleoli, etc., compar- 
ing them with those of the sound side. Note any 
swelling or hematoma. If the latter, does it pul- 
sate?. Unnatural movements of fragments can 
usually be discovered by little mcfe than a slight 
touch. Now press gently over the point of sus- 
pected fracture and see whether sharp pain is elic- 
ited. This will often diagnose a fracture without 
displacement, or a fissure or subperiosteal one. It 
is often the only sign in fracture of the lower end 
of the radius or malleoli. 

4.,M,anipulation, — Most fractures have by this 
time been diagnosed, and this maneuver should rare- 
ly be necessary, as by it you cause pain and inflict 
greater injury on the soft parts. However, if you 
failed to make a diagnosis by inspection and palpa- 
tion, steady the limb over the point of supposed 
fracture with one hand and with the other gently 
rotate the distal portion, or give a slight lateral 
motion, to elicit crepitus. Haying gotten it once, 
do not repeat it a few times for your own satisfac- 
tion and then- for that of the patient or his friends. 
Learn to distinguish between the harsh crepitus of 
bony fracture and the soft crepitus of separation of 
the epiphysis. Do not be deceived by joint-crepi- 
tus or by a tenosynovitis in a nearby tendon. Do 
not exclude fracture on account of the absence of 
crepitus, as many causes may prevent it. You may, 
by manipulation, also note unnatural motion of a 
bone, by holding the upper fragment and moving 
the lower one laterally or rotating it. 

5. Measurement. — This is an important thing in 
fracture diagnosis, not only in ascertaining its pres- 



ence, but also to estimate the shortening or other 
deformity. We must resort to it especially in : 

(a) Fractures of the shaft of the femur — meas- 

ure from the anterior superior- spine to 
the inner malleolus. Compare with the 
sound side. 

(b) Fracture of the neck of the femur — meas- 

ure from anterior superior spine to greater 
trochanter. Compare with the sound side. 

(c) Fractures about the ankle. 

(d) Fractures of the humerus. 

(e) Fractures of the clavicle — measure from 

the mid-point of the sternum to the tip 

of the clavicle. 
In measuring we must be careful to have the 
two sides in exactly the same position. See that 
a line joining the anterior superior spines is at 
right angles to the axis of the body in fractures of 
the lower extremity. 

6. Auscultation (by stethoscope), — This may be 
of use in detecting crepitus, especially in fractured 
rib. Some one has devised a plan of placing a 
tuning fork on one end of a bone and listening 
with a stethoscope at the other end. A sound bone 
will transmit sound — a fractured one will not. I 
have not tried it. 

7. X-Ray. — One often finds it necessary to use 
the x-ray in: 

(a) Diagnosis o^ fractures: 

1. To dej'de whether there is a fracture. 

2. To locate which part of bone it is in. 

This is especially true of joint frac- 
tures. 

3. To find the kind and extent of bone 

injury, direction of fracture, etc. 

4. To detect the kind and degree of dis- 

placement. 

(b) During treatment: 

1 . To see whether the fracture is properly 

reduced. 

2. To see whether it is being properly re- 

tained. 

3. To observe the progress of callus for- 

mation. 

(c) After treatment, when patient is discharged: 

1. To find the resulting bony deformity. 

2. To preserve a record of the work. 

3. For protection from criticism or mal- 

practice suits, etc. 
Any one treating a considerable number of frac- 
tures should either have his own x-ray machine, or 
send the patient to some one who makes a specialty 
of this work. It takes more skill to properly in- 
terpret x-ray pictures than to take them, and in 
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the hands of any one not seeing a large number 
they are often misleading. Yet on the whole we 
have derived much good from the use of the 
x-ray and it has contributed greatly to more accur- 
ate work. It is of value by showing us our fail- 
ures. It is usually best to take two pictures of a 
limb — one antero-posterior and one lateral. Label 
each plate with the name of the patient, date, part 
taken; aspect, and state whether before or after 
reduction ; or number the plates and describe in 
the case records, referring to the numbers. As a 
rule/ show the patient only the picture taken before 
reduction. Perfect anatomical reduction is a rare 
exception, and the slight deformity shown in the 
picture after reduction will be misunderstood by 
the patient and his friends and cause them to be 
worried and dissatisfied. 

Some hints in the diagnosis of fractures : 

1. When called to treat a fracture, exclude by- 
standers, place the patient in a comfortable position 
with quiet surroundings, and reassure him. 

2. If there has been a severe crushing injury, a 
severe compound fracture, or a fracture complicated 
with, injury to important organs, before attempting 
to make an accurate diagnosis of the fracture itself 
or treating it, observe the three cardinal points in 
such injuries (note the order) : 

(a) Stop hemorrhage, 

(b) Combat shock, 

(c) Relieve pain. 

3.! li pain is severe give morphia ^ gr. and 
atropin 1-160 gr., hypodermically. This will: 

(a) Relieve pain, 

(b) Arrest muscular spasm, 

(c) Make reduction easier and less pain- 
ful, 

(d) Calm patient's fears and anxiety, 

(e) Combat shock, 

(f) Prepare patient for anesthetic, if one 
is needed. He will require less chloro- 
form or ether. 

4. Be gei)tle in handling the patient. You will 
thereby : 

(a) Win confidence of patient and his 
friends. 

(b) Avoid inflicting unnecessary pain. 

(c) Not injure the soft parts. 

I know of no place where the brutal, careless, ig- 
norant or untrained surgeon will so quickly and 
surely show what he is as when he approaches a 
case of fracture to make a diagnosis. To see him 
begin by seizing the limb and roughly manipulating 
it stamps him, at once, as one of these. 



5. Carry a tape-measure always in your pocket 
and use it frequently. 

6. Keep a careful history of each case, includ- 
ing family and personal, present condition of the 
heart, lungs, kidneys, etc., description of the frac- 
ture with its history, method of reduction, mode of 
treatment, number of each x-ray plate and result, 
including function and deformity. 

7. (iive an anesthetic: 

(a) When reduction promises to be very 
difficult or painful. 

(b) When you cannot make an accurate 
diagnosis without it. 

(c) Usually in fracture complicated by 
dislocation or severe joint-injury and 
in fracture of the femur. Also in 
severe compound fracture. 

8. Always strip the patient. Fractures are usual- 
ly diagnosed better in a hospital, because stripping 
of the patient is done as a routine measure. The 
trained surgeon learns to use his eyes and diagnose 
most fractures at a glance. 

9. Always examine the patient himself and as- 
certain the existence of any constitutional disease, 
as Bright's disease, diabetes, tuberculosis, anemia, 
syphilis, alcoholism, etc. 

Differential Diagnosis. 
Some of the conditions from which we must dif- 
ferentiate fractures are the following: 

1. Dislocations. — This is especially true in frac- 
tures of the upper end of the humerus, either of the 
anatomical or sugical neck with marked displace- 
ment of the lower fragment. Here the sharp edge 
of the lower fragment may be felt under the skin 
and the upper one in the axilla. 

Dislocation of the elbow in adults is often accom- 
panied by a fracture. Here the x-ray is usually 
nocessar)- to clear up the diagnosis. 

Dislocation of the wrist may simulate CoUes* 
fracture. Feel for the styloid processes of both 
radius and ulna ayd compare with those of the 
sound side. Feel for the point of sharp tenderness 
on the outside of the radius just above the lower 
end. 

Dislocation of the hip should not be difficult to 
differentiate from fracture. 

2. Sprains. — The most difficult sprain in my own 
experience to differentiate from fracture has been 
that of the ankle. In this sprain, if severe, some- 
thing gives way and it is always the weakest thing. 
The ligaments only may be toni. constituting a 
simple sprain, or a ligament may come away at its 
insertion, carrying with it portions of its bony at- 
tachment. Often there is fracture of one or both 
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malleoli. Look for points of tenderness over the 
malleoli, keeping away from the margin, and follow 
well up to the fibula. Many fractures of the malle- 
oli give no crepitus. 

Sprains of the elbow may simulate fracture even 
to jo(nt crepitus, which is frequent in babies. When 
you find crepitus in a baby's elbow, see if it is not 
also in the other one. 

Sprained wrist with much swelling along the 
tendon sheaths may simulate Colles' fracture, but 
the classical points in the diagnosis of the latter 
should clear up most cases. 

^yContusions, — A contusion severe enough to 
injure the periosteum may closely resemble subper- 
iosteal fracture. Absence of a point of tenderness 
on the opposite side of the bone will usually ex- 
clude fracture, as where a heavy body has fallen 
on the dorsum of the foot, we may try pressure on 
the sole of the foot over the point of a suspected 
metatarsal fracture. 

In contusions of chest where fractured rib is 
suspected, apply pressure with each hand over the 
ends of ribs, keeping well away from the contused 
area. If there is fracture we gtt sharp pain at the 
point of the break. Or we may use a stethoscope 
over the rib and often elicit crepitus with move- 
ments of breathing. 

A contusion of the scalp may feel to the touch 
like a depressed fracture from the hard rim of 
swollen tissues around it. 

A contusion of a joint of the finger or thumb, 
transmitted from a blow on the end of the finger, 
is often difficult to tell from a fracture of the joint 
surfaces. From the frequency of this injury to 
those playing the "national game" the writef has 
called it "base-ball" fracture. X-ray examinations 
wiir show quite a large proportion of these cases 
to be real fractures, as the annexed skiagram will 
illustrate. In my opinion, all that present large 
joints afterward have been real fractures. 

When in doubt in regard to the diagnosis of any 
fracture, give the patient the benefit of the doubt 
and take an x-ray picture, treating the case as a 
fracture until the diagnosis has been made. 

Prognosis. 
When we have made our diagnosis of a fracture 
we must be able to answer the questions of the pa- 
tient and his friends as to the probable ultimate re- 
sults, of his injury. 
I. Will he live? 

Of course we must be guarded in this, es- 
pecially in fractures of the skull, or those in- 
volving important viscera. Also in fractures 
in old people, especially intracapsular frac- 
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ture of the femur, as well as in severe com- 
pound fractures with danger of sepsis, loss 
of limb or life. 

Will there be union ? 

We must take into consideration the pres- 
ence of constitutional disease — the difficulty 
in reducing, retaining, etc. 

Will function be restored? That is, will the 
patient have a useful limb? Will the joint 



FIf. 1, "Bate-btir* Fractnre 

be Stiff? Will there be paralysis or atrophy? 

Here again we must be guarded. A CoUes* 
fracture may give a stiff wrist; an elbow 
fracture may result in limited motion; a 
femur may be shortened; a Pott's fracture 
may leave a stiffened, painful, tender ankle. 
Will there be deformity ? 

We must explain to the patient that we 
cannot produce perfect results. There must 
be bony callus, often a slight change of di- 
rection, sometimes a little shortening. Es- 
pecially should we do this in fracture of the 
clavicle, where the callus and deformity are 
so easily felt under the skin. In separation 
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of an epiphysis we should explain the dan- 
ger of interference with the growth of bone. 
5. Will anatomic results be perfect? 

One of* the objections frequently urged 
against the use of the x-ray is that it makes 
the patients dissatisfied when they see the 
amount of displacement after the most care- 
ful reduction in the average fracture. This 
objection is partly met by not showing the 
plate after reduction, and by explaining to 
the patient that the important things after 
all are to restore function and avoid deform- 
ity; that if we can accomplish these two 
things, nature will take care of a certain 
amount of displacement of fragments, and 
that such is usually unavoidable by even the 
most skillful surgeons. 
If after a diagnosis and careful prognosis in an- 
:swer to the patient's inquiries, he desires a con- 
sultant or wishes to be sent to a hospital, or ex- 
presses a preference for another surgeon in whom 
he has more confidence, grant his requests cheer- 
fully, even though you feel that you are as skillful 
as the surgeon chosen. You cannot afford to make 
too many promises of a perfect result, and will gain 
nothing by any but a frank, candid statement of 
the patient's chances. Such frankness, especially 
if based on good judgment, while it may occasion- 
ally lose you a case, will win more in the **long run" 
— not only in an increased number of patients, but, 
what is more, in the confidence of the community 
in your honesty and surgical skill. 
Pathology. 
We may conveniently divide the pathology of 
fractures into three stages: 

1. Injury of bone, periosteum, and soft parts 

with the resultant early changes. 

2. Later changes in the bone, periosteum and 

soft parts. 

3. Permanent changes. 

I. Early Changes. — The perio.steum in most 
fractures is torn. According to Eisendrath it is 
seldom torn clear around — it is often stripped 
from one fragment for a space of ]/!\ to i inch. 
This often occurs in fractures of the lower end of 
the radius or humerus where it is stripped from 
the dorsal surface. It then remains attached to 
l>oth bones. There is always some injury to soft 
parts, depending on the kind and degree of violence 
and whether direct or indirect. This causes: 

( a ) Contusion or laceration of skin, fascia, mus- 

cle, blood and lymph vessels, nerves and 
ligaments. 

(b) Extravasation of blood into the ti-sues sur- 



rounding the fragments, often burrowing 
along lines of least resistance, where it 
shows later as ecchymosis in the skin of 
distant parts. 

(c ) Filling of lymph spaces with serum — edema. 

(d) Stasis of circulation in the limb, caused 

partly b>' pressure on the bloodvessels by 
swelling, partly by ner\^ous reflexes. 

(e) Increase in local leucocytosis — getting ready 

for repair. \ 

(f) Blebs may form on the skin at the termina- 

tion of an injured nerve. 

The portion of exudate around broken ends of 
bone will later be utilized in the formation of callus, I 
but only so much as is near areas of periosteum 
from which must come the osteoblasts for ossifica- ! 
tion of the callus. All other portions of exudate are 
not only useless but harmful, and assist in those de- 
forming and disabling changes to be mentioned later. 

2. Later Changes : 

(a) The portion of exudate around the ends of 
bone becomes organized into granulation tissue, 
which begins to ossify in about twelve to fifteen 
days (Eisendrath). This process is complete in 
uncomplicated cases in three to eight weeks ac- 
cording to what bone is broken, the age and phy- 
sical condition of the patient, the blood supply of 
the part, etc. The callus filling the medullary canal 
ossifies from endosteum. It must be noted that 
periosteum, though far removed from bone, will 
cause ossification of exudate, and this is often a 
cause of added deformity. This large ossifying 
exudate around the bone, between the ends and fill- 
ing the medullary canal, is called the "provisional 
callus." Any irritation of the exudate forming 
the callus, as too much motion of bone or too vig- 
orous massage, will produce an increase in its size. 

(b) Repair of lacerated parts by formation of 
scar tissue in muscle, fascia, tendon, ligament, etc. 

(c) If causes persist (obstructed circulation), 
edema changes to hyperplasia (hard edema). 

(d) Organization of portions of extravasated 
blood into scar tissue. 

(e) Nutritional changes in various soft parts, 
muscle, nerve, bloodvessls, tendon, ligament and 
joint. These consist of degeneration of muscle 
fibers which are replaced by connective tissue. 
Nerves have epineurium thickened and axis cylin- 
ders shrunken. 1 bloodvessels have coats thickened. 
There are structural changes in joints with thick- 
ening and hardening of ligaments. Tendon sheaths 
become roughened, and there are adhesions of ten- 
dons to their sheaths. In extreme cases there is 
a general '^matting'* of all these tissues, all bound 
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down in one mass of scar-like connective tissue. 
By a series of experiments on dogs in 1891 M. 
Castex proved these changes to be due to nerve 
reflexes. 

(f) It is a well recognized law that atrophy of a 
muscle is always attended by atrophy of the bones 
to which it is attached and of the joints which it 
moves. This has an important bearing on the re- 
pair of fractures and the loss of function resulting 
from improper treatment. 

3. Permanent Changes: 

(a) The provisional callus is left in place by na- 
ture only until the broken ends are bound firmly 
by good bone. Then the part surrounding the bone 
and that filling the medullary canal are absorbed. 
It is obvious that the size of the permanent callus 
will depend largely on how accurately the fracture 
has been reduced. Nature always leaves enough 
callus to support the strain to which the bone is 
subjected. 

(b) It has been found that long immobilization 
and tight splints will tend to increase the matting 
and dystrophy above described. Much of the hy- 
perplasia, even several months after fracture, may 
be reduced by appropriate treatment. The same is 
true of the stiffness and atrophy of other soft parts. 
But some of these changes will be found to be per- 
manent and will result in a certain degree of loss 
of function. 

(c) Joint ankylosis may be complete or incom- 
plete. Complete ankylosis is only caused by loss of 
synovial membrane and is rare unless from sepsis 
of joint or constitutional disease. Incomplete anky- 
losis may result from: 

1. Unreduced fragments of bone united in wrong 

position in a joint. 

2. Bony callus limiting joint motion. 

3. Fibrous material deposited about a joint. This 

will improve under treatment, but will not 
disappear completely. 

4. Stiffness of muscles and tendons. This will 

usually subside completely if there is not too 
much matting of soft parts. 
Treatment. 
The objects of treatment in fractures may be 
briefly stated as follows: 

1. To save life, 

2. To restore function, 

3. To avoid deformity, 

4. To relieve pain and spasm, 

5. To promote the comfort of the patient, 

6. To prevent and relieve complications. 
I. Life Saving Measures. — In severe crushing 

injuries and those involving large bloodvessels or 



important organs attention has already been 
called to the importance of attending to the general 
condition before trying to make an accurate diag- 
nosis or treating the local injury. The main points 
to be observed are: 

(a) Stop hemorrhage, 

(b) Combat shock, 

(c) Relieve pain, 

(d) Treat other important complications as they 

arise, 

(e) In the aged or feeble avoid prolonged re- 

cumbent position. Mortality here is high 
from pneumonia, pulmonary edema, etc. 

(f) Avoid manipulation as far as possible. Fat 

embolus is an occasional cause of death. 
This is said to be even more frequent in 
simple fractures. 

(g) Avoid sepsis by treatment of compound 

fractures with strictest antiseptic precau- 
tions. 

(h) If the wound has been contaminate<l with 
garden, barn-yard or street dirt, use a pro- 
phylactic dose of antitetanic serum. 

(i) In alcoholics use nerve sedatives and appro- 
priate doses of alcohol to prevent delirium- 
tremens. 

(j) In cases of profound sepsis or spreading 
gangrene amputate soon enough and high 
enough to save life. 
• (k) In the writer's opinion, in severe crushing 
injuries of limbs where amputation is nec- 
essary, we should amputate as soon as 
possible after accident and before shock 
has come on. Most deaths in those cases 
which I have seen could have been pre- 
vented by prompt amputation. 

2. Restoration of Function. — Function may be 
said to be restored when: 

(a) Gross deformity is avoided. Moderate de- 

formity is not incompatible with function. 
Of the two evils, this is better than per- 
fect anatomical results with poor func- 
tion. 

(b) Muscles are strong and move easily and 

painlessly. 

(c) Tendon sheaths are smooth and free and 

allow easy and painless movement of ten- 
dons. 

(d) Nearby joints have nutrition restored to all 

soft structures, ligaments, synovial mem- 
branes, fascia and cartilage, and there is 
absence of ankylosis, bony or periarticular. 
The joint must be strong and have full 
range of easy painless motion. ' 
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(e) There is absence of 'matting*' of the soft 

parts above described. 

(f) There is unobstructed circulation in veins, 

arteries and lymphatics. (Jvergrowth of 
scar tissue following fracture will produce 
hard edema from obstructed lymphatics, 
a cold limb with dystrophy from obstruct- 
ed arteries, and a tendency to swell from 
obstructed veins. 

(g) When there is absence of pressure on 

nerves. This, if present, will cause pain, 
numbness, tenderness on motion, and, if 
extreme, a paralysis of all parts supplied 
by the nerve. Permanent nerve changes 
may come from : 

(i) Injury of nerve at the time of frac- 
ture, as of musculo-spiral. 

(2) Pressure on nerve by bony callus. 

(3) Pressure bv scar-tissue, as in "mat- 

ting." 

(4) Trophic changes in nerves analogous 

to those of muscle, caused by re- 
flexes. (See experiments of M. 
Castex above referred to.) 
3. Avoiding Deformity. — Deformity may be that 
of bones, joints or soft parts. That of joints and 
soft parts has been already described ; that of bone 
may consist in : 

(a) Shortening, 

(b) Angulation, 

(c) Small fragments out of position. 

( d ) Protruding ends of bone under the skin, 

causing unsightly and tender bony promi- 
nences, 

(e) Superabundant callus, 

(f) Non-union, causing flail joint, 

(g) Fibrous union. 

4. Relief of Pain. — Pain in fractures is caused by: 

(a) Direct injury to soft parts (in fractures 

from direct violence). 

(b) Injury to soft parts by bony fragments. 

(c) Injury to periosteum by tearing, stretching, 

stripping or pressure. 

( d ) Crushing or tearing of important nerves. 

(e) Pressure on nerves by swelling. 

( f ) Traumatic tenosynovitis or arthritis with 

overdistention. 

(g) Spasm of muscle. 

The obvious thing to do for the relief of pain is 
to remove the cause. We can do this by: 

(a) Using gentle massage (Glucokinesis of Lu- 

cas-Championniere). This will be describ- 
ed more in detail later. 

(b) Accurately reducing fracture, thereby get- 



ting roughened ends of bone away from 
soft parts and taking strain and pressure 
from periosteum. 

(c) Applying well fitting splints, which by their 
own pressure hold fragments in correct 
position, stop muscle spasm, limit swell- 
ing, and prevent motion of nearby joints. 
Splints should be strong enough to allow 
no movement; should not be too tight so 
as to cause pain, injury or obstruct circu- 
lation; should not press on bony promi- 
nences, as the heel, condyles of the hu- 
merus, the prominence on the posterior 
surface of the lower end of the radius or 
malleoli. As a rule they should immobil- 
ize the joints above and below the fracture. 

(dj Ciiving a hypodermic of morphia, y^ gr., 
and atropin, 1-160 gr. The other benefits 
of this have been already mentioned. 

(e) Giving a general anesthetic if reduction 

promises to be too painful or difficult. 

(f ) Putting the limb in the most comfortable po- 

sition to relax muscles or joint ligaments. 
Spasm of muscle is due to reflex action and re- 
sults from the injury to bone, periosteum and soft 
parts. It causes pain and can in turn be caused 
by pain. As it is the principal factor making reten- 
tion and reduction difficult, it should receive our 
careful consideration. One of the strongest claims 
made by Lucas-Championniere in his treatment oi 
fractures by massage is that it w^ill stop muscle 
spasm and thereby render reduction and retention 
easy. In the few cases in which the writer has 
tried it, he has found it of great use for this purpose. 
In addition to this, the chief means to stop spasm 
are: 

1. A general anesthetic. This is almost always 

necessary in reduction of fractures of the 
shaft of the femur and is often needed in 
other fractures. It should be pushed until 
the muscles relax. The writer usually uses 
chloroform. 

2. Morphin and atropin. Administer only be- 

fore reduction — their continuous use is not 
advised. 

3. Belladonna applied in form of ointment to the 

whole limb and covered with thin waxed 
paper. This is employed only after reduc- 
tion and is often very useful. 

4. Careful, gentle, accurate reduction. This and 

proper retention are the important things. 
We here remove the cause of the muscle 
spasm. 

5. A well fitting splint with correct position of 
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the limb, retaining the fragments at rest. 

6. Pulling of the limb (for reduction). This is 

rarely necessary, except a little gentle trac- 
tion to disengage the roughened ends of 
bone. Much damage and unnecessary pain 
have been caused by the violent, awkward 
use of this measure. 

7. Extension with weight and pulley, or similar 

device (for retention). This has been a 
favorite method in the past, especially in 
fractures of the femur. In my opinion, it 
will soon pass into history. There are better 
and less harmful, painful, and uncomfortable 
ways of overcoming muscle spasm. Prob- 
ably much atrophy and matting of muscles 
and other structures are caused by it, with 
consequent loss of function. 
(To be Continued.) 



THE DIAGNOSIS AND TREATMENT OF 
SPINAL DISEASE. 

By A. David Willmoth, A.M., M.D., Louisville. 

The principal raison d'etre of this dissertation is 
to endeavor to incite renewed interest in a subject 
which at present seems greatly neglected. It would 
appiar that too much attention is being devoted to 
abdominal surgery, and little if any to surgical dis- 
eases of the bony structures. Rarely is an article 
written on bone surgery, and rarer still on spinal 
affections. Therefore, the object of this paper will 
have been attained if a desire for closer study of 
this important subject be inspired. 

Within the past few months several patients suf- 
fering from spinal disease have come under the 
writer's observation, and in the majority the lesion 
had been entirely overlooked ; at least a correct diag- 
nosis had not been made until the affection was far 
advanced, i. e., had reached the point where the 
ancient axiom "he who runs may read" might be 
aptly applied. Ordinarily cases of this character 
are treated symptomatically or receive no treat- 
ment whatsoever, e. g., one of those recently seen 
was being treated for wry-neck, the second for re- 
nal calculus (because there was pain over the kid- 
ney region in front), the third for sciatica, the 
fourth for rheumatism, and the fifth for appendi- 
citis. 

If an early diagnosis is to be made, two things 
are absolutely essential: (i) An intimate knowl- 
edge concerning the normal spine, its conformation, 
curvature, flexibility, etc. (2) A careful examina- 
tion, which requires that the patient be stripped 
if a child, or if an adult that the back be entirely 



exposed. The patient should first be observed as 
to normal movements, i. e., stooping, rising, sitting, 
etc.; next be placed on a table, or if none be at 
hand, on the floor (never on a soft bed), and the 
following symptoms looked for in the order named : 
(a) Weakness, (b) pain, (c) stiffness, (d) awk- 
wardness, (e) deformity, and (f) paralysis. Since 
the disease affects the main support of the body, 
weakness is early manifested, and the more vul- 
nerable the spine the earlier the symptoms may be 
detected; e. g., in the child, as the spine is largely 
cartilaginous, the quick tiring at play, the refusal 
to stand, and when doing so supporting the weight 
of the body upon something, the refusal to walk, 
etc., will be noted early in the history of the dis- 
ease. 

The impaired mobility of the spine resulting 
from early osteitis is in part voluntary and partially 
involuntary. It is voluntary in that the patient 
adapts himself to the circumstances and avoids 
jars, strains and positions which cause pain ; in- 
voluntary because contracture and tension of the 
muscles about the site of the lesion fix (in part or 
in toto) the affected region. At first this may be 
noted only on extremes of motion, but it is always 
present and should be regarded as one of the first 
and most valuable diagnostic signs of spinal dis- 
ease. 

The change in outline and flexibility of the spine 
can be demonstrated by bending the patient for- 
ward. If the spine assumes a long, even, regular 
curv^e, with no evidence of pain or rigidity when 
such position is assumed. Pott's disease is improb- 
able. On the other hand, if the outline of the 
curve is broken, i. e., if motion of one section of 
the spine is restricted by muscular contracture^ and 
particularly if other symptoms are manifest, spinal 
disease may be diagnosed with certainty. 

The most common symptom of disease of the 
lower two-thirds of the spine may be observed by 
placing the patient on the table with the face down- 
ward, then catching the legs and trying to lift the 
patient ; in other words, hyper-extending the spine, 
which will cause the muscles to stand out like whip- 
cords if the area mentioned be involved. In cer- 
vical disease, motion of the spine may be noted by 
watching the movements of the patient's head, fix- 
ation being suspicious of Pott's disease. Backward 
deformity of the spine in any region may also be 
regarded as suspicious of this condition. Another 
symptom is awkwardness which is largely brought 
about by the other two manifestations mentioned, 
pain being added thereto, which causes marked 
change in the appearance and attitude of the pa- 
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tient. And, it may be remarked en passant that 
such attitude may not only be diagnostic of spinal 
disease but of the region of the spine implicated. 

One of the symptoms most easily observed is de- 
formity, and when this becomes evident even the 
laity understand what is the matter. However, 
unfortunately for the patient, serious bone destruc- 
tion may have occurred before deformity is present 
to any appreciable degree. Deformity should be 
studied under three headings, viz., (a) bony, (b) 
muscular, and (c) compensatory. The first rep- 
resents the well-known "boss on the back" due to 
angular projection of the bony processes. The 
muscular variety is well illustrated in the so-called 
wry-neck, which is a symptom of upper cervical 
disease, and psoas contraction which indicates im- 
plication of the lower spinal region. The third is 
a direct result of the first, i. e., an angular projec- 
tion must be balanced by a compensatory incurva- 
tion, or a lateral curvature by distortion in another 
direction. These are necessary to properly balance 
the body. The deformities are usually combined, 
the muscular oftentimes preceding the bony, and 
sometimes being observed before local deformity 
is noticeable. 

In studying compensatory spinal deformities one 
must first reckon with the normal, and also remem- 
ber that even normal conformation of the spine in 
the adult may change according to occupation, i. e., 
the round shoulders of the cobbler, the stoop of 
weakness and of old age being typical illustrations 
thereof; but in children and young adults any 
marked deviation from the normal is to be regard- 
ed as pathological. The normal spine curves for- 
ward in the upper, backward in the middle, and 
forward in the lower regions; likewise, motion is 
different in certain portions. In the cervical and 
lumbar regions extensive motion is permitted ow- 
ing to the large amount of elastic intervertebral 
substance, also the direction of the articular sur- 
faces, and because the center of motion is near the 
middle of the body. This is in striking contrast to 
the thoracic spine, where the spinous processes 
overlap each other, the spine being supposed to 
form a part of the rigid thorax, and the interver- 
tebral discs are very thin. Wliere motion is freest, 
any limitation will be early noted; likewise, mus- 
cular spasm will be a prominent early symptom of 
disease. In the lumbar region stooping, sitting, 
etc., cause rigidity which is unmistakable, and in 
cervical disease the head is held rigid by the stiflf 
neck, and in some instances is drawn to the side. 

Pain is a valuable symptom when present and 
properly interpreted, the great difficulty being that 



when found disease is anticipated in the same re- 
gion, which of course is not true. This fact has 
caused a number of good surgeons to make mis- 
takes. Pain and tenderness at the site of the lesion 
are absent for the following reasons: (a) The path- 
ology is generally on the anterior side, hence not 
easy of palpation; and (b) pain is not felt because 
it is referred according to the nerve distribution. 
This fact caused a mistake to be made in one of the 
cases mentioned, where pain was felt in front over 
the kidney region. Similar conditions are noted 
in the familiar sciatic pain of lumbar involvement. 
Pain is therefore deceptive, but constitutes a val- 
uable signboard pointing to the direction of the 
lesion, if one will only read it intelligently. It 
must be remembered that (a) pain in lumbar in- 
volvement is usually bilateral, whereas in sciatica 
it is unilateral ; that (b) the nerve trunks are ten- 
der in sciatica and not in spinal involvement; that 
(c) in sciatica any movement of the legs which 
induces nerve tension will cause pain, whereas in 
lumbar disease such is not the case. 

Another symptom is the waddling gait observed 
in spinal disease. This may be mistaken for several 
conditions, but the most common source of error 
is attributing it to congenital hip-joint dislocation ; 
one has only to remember, however, that disloca- 
tion of the hip-joint will have existed from birth. 
whereas the waddling gait due to spinal disease de- 
velops slowly, and other symptoms will also most 
likely be observed. 

While too much cannot be said regarding the 
necessity of careful attention in observing move- 
ments of the spine, the attitude of the patient in 
standing, walking, etc., it must not be forgotten that 
in infants this does not apply. In young children 
two factors constitute the most important guides, 
i. e., the intensity and the extensiveness of muscu- 
lar spasm, and the spine need not necessarily be 
divided (figuratively speaking) for the sake of 
study. 

The psoas muscular contraction frequently noted 
is unfortunately not an early sign of spinal disease, 
and when present is oftentimes erroneously consid- 
ered as evidence of hip- joint involvement. The 
following suggestion will assist in eliminating this 
error in diagnosis : If the psoas and iliac muscles 
be still further flexed, it will be found that the hip 
remains free from pain, nor do other movements 
cause discomfort. This would not be the case in 
hip- joint disease ; in fact the reverse would be true. 

In order to facilitate the study of spinal disease 
one should begin with that portion most generally 
implicated, i. e., the lumbar region, plus the two 
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lower, dorsal vertebrae. It is in this section of the 
spine that the most constant and extensive move- 
ments occur, and the characteristic rigidity of spi- 
nal disease will be early observed. The patient may 
assume the position called "over-erect," i. e., he 
may have a "hollow-back" (lordosis), and accom- 
panying this there is always a prominent abdomen. 
In walking it will be noted such a patient steps care- 
fully, keeping the feet slightly turned inward to 
avoid jar of the heels striking the ground. This 
is the characteristic waddling gait of lordosis, from 
loss of accommodating motions of the spine as the 
weight falls alternately on each leg. Lordosis under 
these circumstances is principally the result of ten- 
derness from contact of the spinal processes in 
front, the spine being invcJuntarily bent backward, 
also in part due- to contracture of the large muscles 
of the back, and to compensation made necessary 
by the psoas muscle contraction slightly tilting the 
pelvis forward. This lordosis may be afterward 
obliterated, the back assuming a posterior curve; 
but there remains a. backward appearance of the 
body made necessary by the change in balance. In 
fact, this "over-correction" is, with one exception, 
characteristic from beginning to end of disease in 
this location, viz., where abscess has formed which 
causes the patient to keep the legs flexed and the 
erect position becomes impossible. As a result of 
psoas contraction and abscess, the patient may lean 
to one side, and unilateral contraction of the mus- 
cles of the back, likewise destruction of the side 
of the vertebral bodies, will be productive of sim- 
ilar result. 

The charactertistic stiffness, pain and weakness 
of disease in this locality are evidenced by the child 
being unable to turn in bed, awkward in arising, 
preferring to stand rather than sit, etc., but most 
of all in stooping is the spine protected from bend- 
ing. This stiffness may also be early detected by 
placing the patient on the abdomen and lifting the 
feet, swaying the patient from side to side, since 
in early life the spine is so flexible that the least 
stiffness of the lower dorsal region may be observed 
if due care be exercised in the investigation. 

In the diagnosis of disease involving the middle 
spine, it is necessary to remember that normal mo- 
tions are limited in comparison with those above 
and below this section which includes the third and 
tenth dorsal vertebrae. However, the diagnosis is or- 
dinarily easy, deformity being present in the ma- 
jority of instances when the patient comes under 
the observation of the surgeon. The only feature 
which may make diagnosis difficult is the fact that 
the spine has a natural bow backward, hence the 



condition may be mistaken for round shoulders. 
If one will observe the shoulders closely, however, 
they will be found shrugged and square, being ele- 
.vated from shortening of the neck and lowering 
of the head. If disease be present in this regk>n, 
the attention of the parents is early called to the 
pigeon-shaped breast of the child, which is often- 
times apparent before any spinal curvature is noted. 

The writer would not be doing the subject jus- 
tice if he failed to mention the "belly-ache" so 
commonly observed in these little patients, also the 
grunting respiration and the cough of irritation, or, 
as somt authors have so well expressed it, the "aim- 
less cough." There is also a change in the respir- 
atory rhythm. It is in the lumbar and middle re- 
gions that spinal disease is most frequently ob- 
served, first manifested by the awkward, stumbling 
gait, and finally there occurs loss of the power of 
walking. In attempted differentiation the follow- 
ing facts must be borne in mind: (a) pain, (b) 
cough, (c) embarrassment of respiration, and (d) 
the affections with which abscess and paralysis 
might be confounded. 

The upper spinal region it is believed constitutes 
a section which should be studied more closely than 
has been done heretofore. This section is divided 
into two parts, of which the occipito-axoid portion 
is peculiar in that it ccmtains no vertebral bodies 
or cartilage, and movements are dependent upon 
special muscles and special joints. Disease involv- 
ing this portion of the spine is particularly danger- 
ous on account of possible damage to the cord, 
which may be sufficiently severe to cause death of 
the patient. Various neuralgic pains are common 
in the regions supplied by the upper spinal nerves; 
likewise, the attitude and appearance of the patient 
undergo marked change when normal movements 
are interfered with. Who has not seen one of these 
little patients resting the elbows on a table, support- 
ing the head with the open hands ? Any attempt at 
examination causes the child to scream with pain, 
provided the head be moved. There is often a 
slight bulging of the spine over the location of the 
disease. Change of voice is frequently noted, also 
a peculiar snoring respiration. If abscess is in 
the process of formation behind the pharynx, the 
child often refuses to go to bed because breathing 
becomes more difficult, and he oftentimes suffers 
f rcwn so-called croup when in the recumbent posi- 
tion. 

The following facts must be remembered in at- 
tempting to arrive at a conclusion cooceming the 
exact site of destruction of bone in the upper spi- 
nal area: If the nodding movement is interfered 
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with and more or less restricted, the disease is in 
the occipito-atloid joint; whereas, if rotation is re- 
stricted, it is in the atlo-axoid joint. In examining 
the head it should be held firmly, to avoid any mis- 
takes in the location while the patient is moving 
the balance of the spine. 

In disease of the lower portion of the cervical 
region the symptoms are less marked, the spine be- 
coming a little straighter and the head of the pa- 
tient being turned to one side. This is a very im- 
portant sign, but has caused many mistakes in diag- 
nosis. It is essential to note the position of the 
head, which constitutes the so-called "wry-neck 
symptom." However, if it be wry-neck, the chin 
will be turned to the opposite side and elevated, 
whereas in cervical disease the chin is turned to the 
affected side and pulled downward by the smaller 
muscles. 

The treatment of spinal disease may be summar- 
ized under the headings of conservative and oper- 
ative measures. Conservative treatment consists 
of rest and immobilization for at least two months 
after manifestation of the last pain; but the diffi- 
culty is how to accomplish this. There can be no 
question that the ideal method is to keep the pa- 
tient supine in bed by means of such frames or 
appliances as may seem necessary to induce the de- 
sired results. While braces are advocated by some 
of the best surgeons in this country, to the writer 
they have practically been a signal failure, and in 
the language of Sayre "they won't stay put." 

The only rational way to treat disease of the 
upper spine and also the lower portions, where 
rapid destruction of bone has occurred, is to place 
the patient in bed upon a frame and keep him there 
for as many months as may be necessary (vide 
illustration). This method of treatment will con- 
trol deformity, lessen pain, and prevent paralysis. 
Extension may be obtained by bending the frame 
or using pillows under the shoulders; but prefer- 
ence should be accorded the bent frame. By this 
means sufficient extension can be secured in most 
instances to obviate the employment of a neck-col- 
lar and weights, which to say the least are exceed- 
ingly unpleasant to the patient. 

If the patient is determined to be up, or if for 
any reason he cannot be confined, then the most 
effectual treatment is the use of a plaster dressing, 
not applied as was formerly done by "stretching 
the patient up," but by application of two straps, 
the patient lying face downward with a small pad 
over the stomach while the plaster is being applied 
to allow the stomach room during the time it is 
filled with food. 



It is in high spinal disease that the most diffi- 
culty is encountered in the prolonged application of 
mechanical appliances. Many braces and jury- 
masts are in use, but the writer wishes to protest 
against their employment and repeat that notfiing is 
worth while except plaster regardless of its un- 
sightliness. It is certainly better for the child to 
look unsightly for a year or two because of this 
method of treatment, than to possess a deformity 
which must be carried throughout the balance of 
his natural life. 
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Among the conservative methods should also be 
included the so-called specific treatment by tuber- 
culin. It can no longer be disputed that good re- 
sults may accrue from careful and judicious em- 
ployment of this agent in tuberculous disease of 
the spine. While no one can reasonably claim the 
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specific action anticipated when it was first intro- 
duced, yet in proper dosage in connection with 
other (dietetic and hygienic) treatment it undoubt- 
edly induces more rapid and lasting effects than 
could be otherwise secured. The writer is fully 
aware of the unfavorable results which have fol- 
lowed reckless doses administered by the inexper- 
ienced (increase of fever, etc.), but such effects 
only show the potency of the agent and should be 
a reminder of the fact that it must be utilized with 
the utmost care. Most clinicians, among them Tm- 
deau and others of equal prominence, agree that 
tuberculin should be given by the "tolerance meth- 
od," i. e., a very small dose should be administered 
first, and after a proper interval (72 to 100 hours) 
a slightly larger dose, and the quantity so gradually 
increased thereafter that no reaction is produced. 
The same general rules hold true concerning the 
use of tuberculin in surgery as in medicine, viz,, 
those cases running a marked fever should be left 
alone until, under rest in bed, etc., the temperature 
subsides. Brown (Klebs: Tuberculosis, 1909) 
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gives the wholesome advice that (a) if tuberculin 
be properly administered no harm can come from 
its use; (b) while no immediate results may accrue 
it may eventually act beneficially upon the symp- 
toms; and (c) it means from six to nine months' 
treatment with an intermission and a repetition. 
The patients most benefited are those showing some 
resistance to the infection where the general con- 
dition is fairly good, and such examples clinically 
come under the following heads: (i) Early cases 
with local lesions; (2) moderately advanced cases 
where the symptoms have become stationary; and 
(3) those where the physical signs are extensive 
but the general condition remains good and the 
symptoms slight. If good results accrue from the 
treatment, the appetite and digestion improve, the 
weight increases, cough lessens or entirely ceases, 
the bacilli diminish or disappear from the sputum, 
sweats diminish, and the patient expresses a feel- 
ing of general well-being. 

If operative intervention be undertaken to re- 
move liquefaction or caseation, it should be done 
with an aspirator under the strictest aseptic and 
antiseptic precautions, and after the fluid is wholly 
or in part removed, unless there exists some con- 
traindication, the cavity should be injected with 
formalin 2 per cent, in glycerin, mixed twenty-four 
hours previously and frequently agitated in the 
meantime. For a cavity having a capacity from 
one-half to one pint, one-half to two ounces of the 
solution may be used, depending upon the anatom- 
ical location of the cavity. If the cavity refills in 
a short time with clear fluid, it should be reinject- 
ed ; but if the fluid is found to be bloody, it should 
be left alone (Murphy treatment). 

Where true pus is present it should be drained 
through a proper incision with tubes so placed as 
to maintain adequate drainage, and the cavity may 
be later injected with bismuth paste, care being ex- 
ercised that every crevice is filled, otherwise no. 
good will result. Forcible or immediate straighten- 
ing of the part should never be attempted. How- 
ever, forcible gradual straightening by supporting 
the kyphosis on pillows oftentimes* does much to 
lessen pain and paralysis, and together with rest in 
bed and regtdation of the diet may accomplish a 
great deal. 

Complete removal of the implicated vertebrae, 
being necessarily fraught with many serious dan- 
gers, should be eliminated from the category of 
modem surgical treatment. Laminectomy to cor- 
rect deformity is rarely if ever indicated. How- 
ever, such treatment has a place to relieve press- 
ure on the cord, thereby lessening the lightning 



pains and later paralysis^ but even then it should 
be recommended and practiced only after one to 
two years* treatment by rest in bed on proper 
frames or the wearing of suitable fixation appli- 
ances. In many cases, especially in children, 
marked and lasting improvement occurs after many 
months of treatment; not only do the pains and 
paralysis diminish, but resumption of locomotion 
may be reasonably expected; hence, laminectomy 
should be considered only as a dernier ressort, 

EXPERIENCE IN FRACTURE TREAT- 
MENT BY MEANS OF THE SUS- 
PENDED SPLINT. 

By Frank A. Carmichael, M.D., Goodland, Kan. 

In presenting this subject I atn actuated by a de- 
sire to direct the attention of the professions to, 
and solicit the trial of, a method of fracture treat- 
ment that has proven in my experience most simple, 
humane and satisfactory. 

While the method of which I speak is not new, 
but is treated of briefly in most standard text-books 
on surgery, I am surprised that practical experience 
has not brought it into more general use than it 
seems to enjoy. 

I refer to the utility of the Hodgen splint as 
modified by Brown and by myself. In Brown's 
excellently written article* he has dealt clearly and 
minutely with the application of the principle of 
the suspended splint in fractures of the thigh and 
hip, and of the method of construction of the 
splint. I have applied the principle to treatment 
of fractures of the lower leg with equally gratify- 
ing results. 

For the purpose of elucidating the principle a 
brief description of the splint and its application 
will be given. 

Briefly the modification introduced by Brown is 
a refinement in the suspension apparatus by the 
addition of tent blocks to the suspension cords, a 
cheap spring balance by which the amount of trac- 
tion is registered, and the limb protected to the 
fullest possible extent from sudden jars and shocks, 
the abolition of the foot block, and the substitu- 
tion of a solid hammock sling for the roller band- 
age of the original Hodgen idea. The splint itself 
may be constructed by any tinsmith in half an hour, 
the material needed for its construction being a 
piece of 3-16 rod, a few small rings, or, in the 
absence of these, medium soft wire may be utilized 
to form the loops by which the suspension cords 
are attached. The rings or loops are attached by 
soldering or wrapping at the points where suspen- 
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sion will most equally distribute pressure on the 
entire limb. Measurements should be taken from 
the sound limb, aqd the splint should be made from 
two to four inches longer than the limb: A very 
serviceable rule in judging the position of the rings 
for suspension is to divide the distance from the 
perineal extremity to the knee bend in the splint, 
and then place your first rings an inch proximal 
to the center. For the distal suspension rings this 
rule is reversed, and the distance is one inch distal 
to the divided distance between the knee and the 
plantar surface. 



To the frame are next attached the suspension 
cords with their tent blocks. It is covered with a 
hammock, a piece of unbleached muslin (I usually 
use two thicknesses) securely stitched to one side 
by over and over stitching with stoUt thread or 
twine, care being taken to thoroughly secure the 
proximal and distal ends of the hamnKxrk so that 
they do not slip toward the center. The free end 
of the sling is next cut or torn at a distance of 
every three or four inches toward the center until 
within six inches of the stitched portion, to permit 
of more satisfactory adjustment, on the principle 
of the many tailed bandage. These ends are pin- 
ned to the other side of the frame in such a manner 
that a comfortable sling or hammock for the limb 
is made. This last step is important, as you will 
find that most of the minor adjustments for the 
patient's comfort are accomplished through slight- 
ly changing the pinning of these tails. 

A small screw pulley is next fastened in the ceil- 
ing over the bed at a point where adjustment of 



Fig. 1. — Original Hodgen Splint. 

A much more simple and equally efficient meth- 
od of preparing this type of splint is to attach to 
the frame, in lieu of the wire loops or rings where 
such may not be readily obtained, strips of adhe- 
sive wrappings which form a collar on each side 
of the point at which the suspension cords are tied 
to the frame. This prevents the cord from slip- 
ping and answers the purpose equally as well as 
the loops. Small loops or rings are fastened in the 
corner angles of the frame through which the trac- 
tion loops pass, by means of a narrow wrapping 
of adhesive plaster. (See illustration.) 

At each corner of the distal extremity of the 
splint a ring or loop is attached through which the 
traction tapes attached to the adhesive strips on 
each side of the limb are passed. At the perineal 
extremity the two ends of the splint are bent up- 
ward to form rings into which the arch or spreader 
is hooked in Brown's pattern, though I have found 
the arch of no practical value in my experience 
and have dispensed with it for reasons given later. 



Fig. 2. — Splint susi>ension with hammock sling attached ( Brown's 
modification). 



traction and abduction may be made by rolling the 
bed in one direction or another. A piece of sash 
cord or cotton clothes-line rope is then passed 
through this pulley, the spring balances are at- 
tached, and the free end of the rope sectired to 
the foot of the bed. 
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The limb is next prepared by attaching broad 
straps of adhesive from above the knee to just 
above the ankle-joint and covering with a moderate 
roller. The ends of the plaster are bent back upon 
themselves, adhesive sides together, and stitched, 
forming loops through which pieces of thr6e or 
four inch roller bandage are passed. 

The splint is now applied with little or no pain 
to the patient by reaching over the foot of the bed, 
grasping the foot or ankle of the injured limb in 
one hand and the calf in the other, making slow, 
steady, and moderate traction while the limb is 
elevated to a distance of twelve or eighteen inches 
from the bed. This traction is maintained while 



until the limb hangs evenly and comfortably. The 
amount of traction registered by the spring balance 
may be determined by first noting the weight of 
the limb when the suspension apparatus is perpen- 
dicular. In my experience five to eight poimds 
has been amply sufficient in all cases regardless of 
musculature, and is borne with perfect comfort 
by the patient. I have not found elevation of the 
foot of the bed to the extent advised by Brown 
necessary (eight to ten inches), four to six inches 
being sufficient in all cases, and some requiring 
none. 

The elimination of the arch or spreader permits 
of the closer approximation of the splint to the 
limb without undue pressure, and eliminates the ne^ 
cessity of cotton rolls or pads in maintaining proper 
rotation. 

I have further simplified the apparatus by us- 
ing tent blocks On the distal suspension cords only, 
the proximal suspension being maintained by a 
single cord which passes from one side of the 
frame over the hook in the balance and is secured 
to the loop on the other side of the frame. All ad- 
justments of position of the splint are made 



Fig. 3. — Splint frame as I have employed it, without spreader and 
rear tent bfocksr. 

an assistant or some member of the family gently 
adjusts the splint under the limb, pressing it tightly 
against the perineum. The limb and splint are then 
gently lowered on a pillow or cushion, the traction 
tapes passed through the distal loops and tied in a 
bow knot. The suspension cords are next hooked 
over the hook in the spring balance and the limb 
gently elevated to the required height, usually ten 
to twelve inches. 

The bed is now rolled into a position that places 
the suspension cord at an angle of ten. or fifteen 
degrees with the long axis of the limb, holding the 
limb in slight abduction. Minor changes are now 
made in the hammock sling and suspension cords 



Fig. 4. 



-Showing method of applying adhesive plaster collars instead 
of wire loops. 



through the adjustment of these two blocks, the 
proximal cord maintaining its position through fric- 
tion. The use of the tent block on the main sus- 
pension cord above the spring balance may be also 
dispensed with as unnecessary where the pulley is 
used. 
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Every practitioner who has had an extensive 
fracture experience will be free to admit that his 
fracture cases as a rule cause him more worry and 
anxiety than any other branch of his work. Not 
only must he concern himself with the ultimate sat- 
isfactory outcome of the case, but his patient's pain 
and discomfort, the .uncertainty of most of the 
fixation and traction appliances we are often forced 
to employ, as well as their need of frequent adjust- 
ment, are added sources of worry and concern. 

The fracture box, the long side splint, Volk- 
mann's double inclined plane, various methods of 
direct extension by traction weights following the 
idea of Buck have so repeatedly demonstrated 
their unreliability that it requires a high degree of 
optimism on the part of the medical attendant to 



conceded the method of election in all cases, but 
more especially those that are not under the im- 
mediate supervision of a competent nurse or with- 
in easy reach of the medical attendant. The fol- 
lowing figure will give an adequate idea of the 
method of application of the spHnt. 

Briefly, the advantages I have found in the use 
of this method are : 

First, Simplicity. The principle is simple, the 
materials may be secured at any cross-roads store 
for a very small price. I have even constructed 



Fig. 6. — lUustrating method of attaching end loops by means of 
adhesive tape. 

expect or even hope that satisfactory results will 
be obtained in a g^ven case. 

Plaster dressings and other commonly employed 
methods of immobilization are open to the same 
criticism. They are by no means uniformly satis- 
factory in the results they give, entail needless suf- 
fering, and require constant supervision. 

la country practice where a large territory is 
frequently covered by a single doctor, where skill- 
ed and often intelligent help is not readily obtained, 
the necessity of an apparatus that does not require 
frequent and skilled adjustment, that the patient 
has no disposition to tamper with, that is free from 
dangers from tight constriction from swelling of 
the parts, as in bandaging and plaster dressings, 
and where the risk of angulation, improper ro- 
tation and pain incident to the use of mere fixed 
dressings is eliminated to the greatest possible ex- 
tent, should be welcomed by the profession; and 
any appliance that fulfills the indication for immo- 
bilization with extension and counter-extension and 
gives the patient the maximum of comfort must be 



Fig. 6. Application of splint (Brown's modificationi. 

a very serviceable splint of this type from the ma- 
terials and by aid of the tools commonly found 
around the average farm house in an hour's time. 
It takes as little time to construct as any t}T)e 
of splint. 

Second, Comfort. In my experience it is the 
most comfortable splint both to the patient and 
physician that I have ever seen or tried. The im- 
mobilization of the limb itself is secured without 
condemning the patient to the absolute inactivity 
that characterizes most other appliances. Constant 
traction is not a perpetual ordeal of pain, but a 
source of comfort, and it is impossible for the 
starting pains incident to muscle irritation and con- 
traction to disturb the relations of the limb, seri- 
ously interfere with extension, or cause marked 
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distress. The use of the bed pan and changes of 
linen are accomplished without pain or inconven- 
ience to the patient, who may, in practically all 
cases of fracture of the thigh and leg be propped 
up in bed for his meals. I might state here that 
the length of the suspension cord should be the 
greatest that can be secured, in order to obtain 
the maximum of comfort for the patient. The 
longer the suspension cord the more comfort, and 
the more satisfactory^ the results obtained. When 
for any reason, the pulley cannot be screwed into 
the ceiling and a tent has to be raised over the 
bed, the height of the pulley should not be less than 
six feel above the level of the bed. For the sur- 
geon it is a satisfaction to know that when the 
splint is once applied, assuming that the adhesive 
strips do not "creep" or slip, it will require very 
little further adjustment except what may be made 
by some member of the family to relieve local pres- 
sure or leg tire. A slight readjustment of the safety 
pins in the hammock, a slight raising or lowering 
of the splint as a whole or of the tent blocks from 
time to time suffice to keep the patient comfortable. 
There is little or no actual pain at the site of frac- 
ture after the muscles become entirely relaxed, 
which usually occurs during the first normal sleep 
of the patient. Measurements taken on the fourth 
or fifth day rarely show any shortening. 

Third, Utility. This method is adapted to a 
wide range of fractures, both simple and compound. 
A frame may be preserved and used over and over 
again. One who has employed this method for a 
time usually has a half dozen or more frames of 
different sizes that he can resort to at a moment's 
notice. 

In fractures of the femoral neck, so common in 
the aged, it meets the indication perhaps more ful- 
ly than any other method. These cases because of 
their age bear confinement poorly, suffer from 
shock and continued pain from which they react 
slowly or not at all, are prone to those pneumonic 
complications incident to their advanced age and 
forced inactivity, develop pressure sores, or pass 
into a. gradual decline and die from asthenia. To 
this class the greatest possible range of a bodily 
activity compatible with comfort must be permit- 
ted. These patients as a rule are too feeble to 
profit by the advantages of an ambulatory splint. 

In this type of fracture the mechanism of repair 
is not always clear. Functional restoration rarely 
implies restitutio ad integrum of the bony parts. 
More frequently functional activity is secured by 
excessive fibrous proliferation, the factors oper- 
ative m the primary and predisposing bony absorp- 



tion militating against true bony repair. The func- 
tional results I have secured in tiiese cases have 
been excellent. The vertical mobility of the hip- 
joint rarely if ever exerts an unfavorable influence 
on union, though care should be exercised that 
lateral movements of abduction and adduction are 
avoided. Even in these cases where there is im- 
paction of the bony fragments, there is less danger 
of disturbing this impaction by moderate and ju- 
dicious traction than there is from muscular spasm. 

In fractures of the femoral neck, the apparent 
results are apt to prove deceptive in that, while ex- 
tension is operative, there may be no shortening or 
even a slight apparent elongation of the limb due 
to the laxity of the capsule and joint ligaments. A 
certain amount of shortening occurs, however, as 
a result of the fibrous character of the union, 
changes in the relative angle of the neck to the 
femoral shaft, or of bony absorption. This 
varies from one-quarter to one and one-quar- 
ter inches. The lesser degrees are readily com- 
pensated even in the aged by tilting of the pelvis, 
so that in many cases the ^ortening may be de- 
termined only by the use of the pelvic square. 

Brown has also called attention to the efficiency 
of this method in the treatment of hip-joint dis- 
ease, emphasizing the point that it is not immobil- 
ization so much as separation of the joint surfaces 
that is required in the successful treatment of these 
conditions, and cites a very satisfactory experience 
in cases in which he has employed it. 

In fracture of the leg between the knee and the 
ankle, I have found this splint equally satisfactory. 
In simple fractures without laceration of the joint 
ligaments I have not found it necessary to apply 
other immobilizing dressings than the adhesive 
strips, which in these cases are merely to hold the 
splint in position. In Pott's fracture the applica- 
tion of a light plaster splint to maintain over-cor- 
rection of the deformity is advisable. This may 
safely be removed at the end of ten days. 

I have had no case of excessive callus formation 
in those treated by this method, but in one case, 
an alcoholic male aged fifty-seven, with a fracture 
of both bones of the leg, there was no appearance 
of callus and no evidence of union after three 
weeks. In this case I was obliged to abandon the 
splint, place the limb in a plaster dressing, and get 
the patient out on crutches before there was suffi- 
cient irritation at the site of fracture to stimulate 
reparative effort. 

Swelling, the usual annoying concomitant of 
fracture, is much less marked and persistent than 
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in other methods of treatment due to the elevated 
position of the limb. 

The uniformly satisfactory results that I have 
obtained from the employment of this principle 
lead me to heartily endorse the desire of Brown 
that it come into a more general use among the 
profession. Its wide range of adaptability, sim- 
plicity of construction, economy, efficiency, and 
humanitari^in attributes are sufficient in themselves 
to warrant a thorough trial by the profession. 

The personal satisfaction of the medical attend- 
ant in being able to absent himself for days, if nec- 
essary, with full confidence in the continuation of 
painless and efficient traction is a factor of some 
value. For restless children and those who bear 
restraint badly, its employment will prove a reve- 
lation to those who have never tried it. I recall a 
case of a boy of sixteen with a fracture of the 
thigh (junction of upper and middle third), whom 
I saw but once from the time the splint was ap- 
plied until I called to remove it, yet the results were 
ideal without shortening or knee stiffness. 

Since employing this method, I have had no case 
of shortening in fractures of the thigh or leg, and 
I have given it a varied and impartial trial in a 
sufficient number of instances to conservatively 
urge its more extensive employment by the profes- 
sion. 

A SERIES OF UNUSUAL FRACTURES OF 
THE ANKLE.* 

By William Edward Lippold, M.D., 

Associate Surgeon, First Division, IVilliamsburgh Hospital, 
Brooklyn, N. Y. 

The main point which we wish to emphasize in 
this little paper is the importance of the x-ray in 
all cases of injury of the bones of the foot. Much 
has been said and written regarding the various 
forms of fracture and their diagnosis, but the x-ray 
demonstrates their presence so clearly and beauti- 
fully, as shown in the accompanying diagrams, that 
its use should be resorted to early, particularly in 
that form of injury commonly designated as 
"sprained ankle." 

The cause of the fracture is often so slight that 
the disproportionate injury is overlooked, and many 
patients are crippled indefinitely simply because the 
physician has made a diagnosis of "sprained ankle" 
instead of recognizing that he has to deal with a 
fracture of one of the small bones of the foot. 

The commonest cause of this injury is a "turning 
over" of the ankle. Stimson mentions it as oc- 
curring frequently in army men on a long march, 



•Read before the Long Island Medical Society, Jan. 5th, 1912. 



and dancers also suffer from this same fracture of 
the fifth metatarsal bone. 

Case I. A man, aged thirty-eight, slipped on a 
wet cement pavement and turned over on his ankle. 
He was a well nourished, strong, laboring man, and 



Fig. 1 ; Case 1. 

for the first few hours experienced little or no 
pain. Later his foot swelled rapidly and he had 
to hobble home. He was seen by me the same day. 
His foot was so swollen that his shoe had to be cut 



Pig.S; Catel. 

off. Evaporating lotions (alcohol, etc.) were ap- 
pKed and this treatment continued for three days, 
then a basket adhesive strip was put on. The pain 
still continued for another week when an x-ray 
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plate was taken, as shown here, revealing a frac- 
ture of the fifth metatarsal bone at its proximal 
end. A plaster cast was applied and kept on for 



Pig. 8; Cases 



two or three weeks. The man experienced no 
further pain. 

In examining this foot there was absolutely no 
crepitus, and the only time he experienced any- 



Fig. 4 ; Case 8. 

thing which would lead us to suspect a fracture 
was when pressure was made on the fifth metatar- 
sal bone toward its base. This seemed to exche 
a littk more pain than any other kind of pressure 
and led us to suspect a fracture. 



Case 2. A man, twenty-eight years old, sus- 
tained his injury while carrying a weight of prob- 
ably seventy-five pounds down a flight of stairs. 
He thought he was at the bottom of the stairs and 
stepped down, when there was still another stair, 
turning over on his ankle. He complained of the 
same symptoms as in Case i. This man was of 
slight j)hysique with very prominent bones, but 
even here we could not demonstrate a fracture un- 
til we had the x-ray picture taken, when it appeared 
very clearly. In both of these cases the fracture 
is incomplete, that is, extends about half-way 
across the bone. The pain is caused probably by 
the soft parts coming between the two fragments 
and getting a pressure effect. 

Case 3. A man, fifty-two years old, large bones, 
not well nourished, was walking along a cobble 
street. As in the two former cases, he turned over 
on his ankle, with the same train of symptoms. 
The x-ray was employed promptly and a similar 
condition found. 

All three of these cases made a prompt recovery 
on -application of the plaster cast and immobiliza- 
tion for from two to three weeks. 

197 St. Nicholas Avenue. 



COMPOUND FRACTURES. 

By John N. Dimon, M.D., New London, Conn. 

With the old saying, "There is nothing new 
under the sun," ever before us, it seems almost 
impossible for one to interest his readers in a 
subject which has been discussed and re-dis- 
cussed among surgeons for many years. 

Comparing the treatment of such injuries years 
ago with the methods of to-day may seem unfair 
to the old-time surgeons; so I shall quote some 
of the histories of the past and describe, so far 
as my memory serves, the most interesting and 
instructive of the cases which have come under 
my personal care in fifteen months of ambu- 
lance and hospital service and about twenty- 
eight years of private practice. 

What is a "Compound Fracture?" Lewis A. 
Stimson defines it : A compound fracture is one 
in which a coexisting wound of the soft parts 
establishes communication between the fracture 
and the air. 

Causes. — ^This class of fractures may be caused 
by direct violence from without inward, e. g., by 
the limb being run over by a railroad train, 
street-car, or any horse-drawn vehicle having 
metal tires, falling bodies, such as parts of build- 
ings, limbs of trees, machinery, such as is used 
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in stamping metals into form, crushing impact 
of a weapon, or in a c;^se in my ambulance ser- 
vice, the kick of a horse. Cannot fracture of 
the jaw in extracting a tooth be classed under 
this head? Fractures from within outward 
comprise those cases where the bone was brok- 
en and a subsequent fall of the injured person 
caused a fragment to penetrate the soft. parts 
and reach the air. I have remarked that in 
these eases the upper fragment is almost always 
the aggressor. 

Case I. A young man, in trying to escape a 
pursuer, leaped from a roof a distance of thirty 
feet, struck the side-walk, fracturing the left 
femur about three inches from the knee-joint, 
and in falling forward the upper fragment pene- 
trated the tendon of the quadriceps extensor and 
the integument. It required the combined ef- 
forts of four surgeons to reduce the displace- 
ment. The result was a useful limb with a min- 
imum of shortening. 

Case 2. By the breaking of a painter's scaf- 
fold, a man of fifty-nine years slid a distance 'of 
fifteen feet, striking on his heel and fracturing 
the tibia in the middle third, causing a protru- 
sion cf the upper fragment of about two inches. 
Result, uncomplicated recovery with a perfectly 
useful limb. 

Case 3. A boy of ten years jumped from a shed- 
roof, a distance of ten feet to the ground, frac- 
turing the left tibia in the middle third, the up- 
per fragment protruding three inches from the 
wound. This case will be described in detail 
later. 



Fig. 1. Extensive injury to both bones and soft parts. Ampu- 
tation, two inches below elbow-joint. Good result and useful joint. 
Arm had been crushed between railroad cars in act of coupling. 



From the cases above cited it may be infer- 
red that had the subject not fallen after the bone 
was fractured, the fracture in each case would 
have been simple or possibly comminuted or 
multiple, but it is that fall which produced the 
external wound. 

A special variety of compound fractures, char- 
acterized by much laceration of the soft parts 



and splintering of the bone, is found in those 
caused by fire-arms where a bullet or a charge of 
shot enters the limb and breaks the bone by 
direct impact. These cases owe their g^vity 



Fig. 8. Compound comminuted fracture of left tibia and fibula 
by railroad train. Complete crushing of soft parts. Amputation at 
junction of middle and upper third of leg. Good healing, but some 
contracture of ham string tendons. 

not only to the extensive injury done the bone 
but also to that inflicted upon the soft parts, in- 
cluding the large vessels and nerves (Stimson). 

In diagnosing cases of fracture where the 
soft parts are lacerated, it may be noted that 
the external wound may not communicate with 
the broken ends. Such a case would be a "sim- 
ple fracture complicated by a wotmd" (Stimson). 

In cases of doubt unnecessary manipulations 
should be avoided, as they might convert a sim- 
ple fracture into a compound one. 

The prognosis in any case should be guarded, 
as unforeseen complications may arise, such as 
necrosis, suppuration, and, as is frequently the 
case, interference by non-professional persons. 
This last cause of trouble requires no explana- 
tion. 

Treatment, — The treatment of compound frac- 
tures, years ago, was amputation in almost every 
case of fracture of the extremities. So far as 
the history of such injuries enlightens us, no 
eflfort was made to save the limb. The thousands 
of empty sleeves and trousers whicl^ are seen 
every Memorial Day are eloquent reminders of 
the surgery practiced in the Civil War. A vet- 
eran, in answer to my question as to the treat- 
ment of broken limbs, said he had seen piles of 
amputated ones outside the hospital tents, 
many with boots or shoes still on, and he had 
known of cases where the surgeons had ampu- 
tated sound limbs. 

Apparently conservative treatment was not 
practiced to a great extent. That it was possi- 
ble to save limbs, may be inferred in the case 
of "Fighting Bob" Evans. In the Tribune we 
read: "A Confederate sharp-shooter riddled his 
left leg. He tied his handkerchief over the 
wound and ran on. The sharp-shooter put a 
ball through his right knee. As he fell, the 
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Confederate fired again and took away part of 
his foot. Evans borrowed a musket and shot 
the sharp-shooter through the \jead. When they 
got the Yankee officer to the Norfolk hospital, 
after the battle, preparations were made to am- 
putate both legs. Though weak from long tor- 
ture, the fighting gleam came into his eyes at 
this announcement. When the surgeons ap- 
pearedy ready for work, Evans braced himself 
in bed on his elbow and drew a revolver from 
under his pillow. He announced that the pistol 
contained six cartridges, one apiece for the first 
six surgeons who tried to destroy his power of 
locomotion. He kept his legs." A conserva- 
tive surgeon was "Fighting Bob" to save to our 
country the life and services of such a brilliant 
naval genius! 

The treatment in all cases of compound frac- 
ture should be determined by the amount of in- 
jury to the soft parts. Complete loss of blood 
and nerve supply, with no chance of a collateral 
circulation or repair of nerve trunks, would pre- 
clude the hope of saving the limb. 

"The Surgical History of the War of the Re- 
bellion" cites cases of the humerus "pulverized 
by bullets" where amputation or excision was 
refused. Some pieces of bone were removed, 
cold water dressings and drains applied, passive 
motion instituted, with the result of limited vol- 
untary motion and useful limbs. In wounds in th's 
region (head of humerus) the statistics are of in- 
terest. From 1830 to 1871, in injuries involving 
the shoulder-joint, result from expectancy — re- 
covered 87, died 86; excision — recovered 215, 
died 156; exarticulation — recovered 286, died 
347. It is reasonable to suppose that with the bet- 
ter facilities for treatment and improved methods 
of the present day the number of saved, both life 
and limb, would show a better percentage. 

Another factor in decreasing the fatal or 
maiming results can be claimed for the steel- 
jacketed, small calibre small-arms projectile, as 
compared with the large calibre, all-lead bullet. 

In all cases of compound fracture strict sur- 
gical cleanliness should be practiced. The wound 
should be cleaned of all foreign particles. No 
blood-clots, shreds of tendon, fat, etc., should be 
allowed to remain between the ends of the brok- 
en bone; the ends should be approximated, the 
wound closed, and, if thought necessary, a drain 
left in it and the limb confined in suitable 
splints until all inflammation has subsided, when 
a permanent splint of plaster or soluble glass 
may be applied, a window being left for the 



purpose of dressing the wound. If union has 
begun and the wound is healthy or nearly heal- 
ed, I never hesitated to allow my patients to go 
about on crutches, or at least to be wheeled from 
place to place. The moral eflFect is certainly 
good. 



Fig. 8, Bow-legs — ^before Fowler's operation. 

In compound fractures of the skull, the wound 
may have to be enlarged and the depressed 
plates of bone raised ; the wound is closed and 
dressed antiseptically. I remember a case of a 
man with a compound, comminuted, depressed 
fracture of the parietal near the vault, caused 



Fig. 4 Bow-legs; result one month after Fowler's 

by a falling brick. When brought in he was 
unconscious. The wound was enlarged some- 
what, allowing a clear view of the depression, 
which was about an inch in diameter. The 
splinters of bone were cleared out and the wound 
closed. The man regained his senses and in- 
sisted on leaving his bed in less than a week. 

In compound fractures of the ribs or verte- 
brae, fortunately rare, removal of depressed 
splinters, if any, and drainage may be the only 
treatment, except to wait. 
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In those cases where reduction is difficult on 
account of the extreme protrusion of the bone, 
it is better to enlarge the wound than to saw off 
enough bone for replacement, although I remem- 
ber one case in which about an inch of the upper 
fragment was removed by the saw to facilitate 
reduction. Union was somewhat prolonged, but 
the result was good, with very little shortening. 

Within the last thirty years, the operation for 
curing bow-legs has become very common. It 



Vig. 5. 



Negro child, two years old. Bones broken by Fowler's 
method. Good result in one month. 



was my good fortune to see the operation per- 
formed in St. Mary's Hospital, Brooklyn, N. Y., 
by the late Dr. George R. Fowler about 1883, 
and while attending a clinic in Berlin, Germany, 
in 1884 I exemplified this method before a class 
of students. Since then I have employed it 
many times, with the happiest results. 

The operation consists in cutting down on the 
crest of the tibia at the place of greatest curva- 
ture, placing a bone-chisel at right angles to the 
crest in the wound, and with a mallet cutting 
half-way through the bone, then grasping the 
limb with the hands on either side of the incision. 



breaking the bone. The wound is then closed 
and the limb encased in a plaster and treated as 
in any other compound fracture. 

Case 3, mentioned above, presented many in- 
teresting features. The boy described the acci- 
dent as "striking on his feet, the leg doubling un- 
der him, and his falling forward on the ground." 

It required great force, under chloroform, to 
reduce the fracture The hemorrhage was very 
profuse. The wound was thoroughly cleaned 
and sutured with silk and the limb placed in 
temporary splints. The next day, the position 
of the fragments was carefully corrected and a 
plaster dressing with a window applied. It was, 
perhaps, a little early to apply a permanent 
splint, but I bad very little confidence that the 
people would let the "Doctor do the ordering 
and they simply look on." The wound healed 
kindly, and in two weeks a new cast was ap- 
plied and the patient allowed to sit at the win- 
dow in a reclining chair, it being in the summer 
In two weeks the plaster was removed, and the 
union being firm I placed light, moulded felt 
splints on the limb and allowed some pressure 
on the floor. 

About six weeks after the injury a small, red 
spot appeared just below the scar, and on being 
incised, a small piece of bone was removed. The 
wound healed promptly and up to the present 
time, six years, there has been no trouble. One 
curious result was that the boy being somewhat 
bow-legged, the injured limb became straighter 
than the other. Since his discharge as a patient 
he has had perfect control of the limb, and its 
growth, as compared with the other, was the 
same. 

One annoying feature as to the care and clean- 
liness of this case, was the prevalence of flies. 
The parents were foreigners and no persuasion 
could induce them to provide screens for the win- 
dows, and it was a case of fight flies and use an- 
tiseptics. 

In conclusion, I will say that in my opinion 
the open operation is justifiable in those cases 
where approximation of the ends is impossible, or in 
cases of non-union. Converting a simple into a com- 
pound fracture and the use of plates and screws 
may be elegant surgery and safe in experienced 
hands, but the average surgeon, removed from 
hospital and consultation advantages, must do 
and does the best his limited appliances permit, 
and his results are generally all that can be de- 
sired. 
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THE CANCER PROBLEM TO-DAY.* 

By Alexander W. Blain, M.D., Detroit, Mich. 

Attending Surgeon Harper Hospital Polyclinic; Lecturer 
on Surgical Pathology, Detroit College of Medicine; 
Chairman Surgical Section, Wayne County Medi- 
cal Society; Fellow of the American Associa- 
tion for the Advancement of Science, the 
Alumni Society of Harper Hospital, 
Royal Society of Arts (England), 
Etc. 

My object in stating my subject as the "cancer 
problem to-day" as distinguished from that of 
the past is because it presents an entirely different 
outlook. In this respect it is analogous to the tuber- 
culosis problem or any other of the great medical 
problems, in spite of the fact that we are still in 
the dark as to its cause and a cure is still to be dia 
covered. 

It has been estimated that there are Soyooo cases 
of cancer in the United States to-day, and that out 
of every eight women who reach their thirty-fifth 
year one dies mercilessly tortured by this most 
baffling disease of our times. The question arises : 
What are we going to do about it? In spite of ex- 
tensive laboratory and clinical research we are- —at 
least to the casual observer — no nearer to the goal 
than we were in the distant past. If statistics were 
positive it would appear that the disease is on the 
increase. This increase, however, is probably more 
apparent because of the fact that better diagnosis 
has brought to light more cases and also to the gen- 
eral increase in longevity. Notwithstanding ap- 
pearances it can be stated that from a review of all 
available records cancer is not on the decrease. 

Occurring as it does in individuals in all walks 
of life, among peoples of all nations and countries, 
and at all ages, it would seem that available ma- 
terial for study is not lacking. Even the lower ani- 
mals, the fish and the birds are not exempt. But 
while the history of cancer in the human race is a 
most horrible one, and extensive study has brought 
us to no definite goal, the study of the disease, both 
chemical and clinical, has not been entirely in vain. 
Several workers seem well advanced toward the 
threshold of success, and in the future we will, I 
firmly believe, be aWe to cope with the most dread- 
ful foe of mankind by means of a serum. But we 
are concerned to-day not with the question, what 
are we going to do in the future, but how are we 
going to cope with the 8o/xxd cases in our country 
at the present time, the thousands which will de- 
velop next year and the next. 

Leaving aside all existing theories, regardless 

• R«a4 before the Kalamasoo Aoademy of Medicine, 
March 26. 1912. 



huw plausible, and getting down to the facts, we 
find that cancer— and by that term we mean all ma- 
lignant growths, carcinoma and sarcoma — is in 
most cases a secondary disease. A "benign tumor" 
or chronic ulcer, a mole, a scar, in other words, a 
point of chronic irritation, forms the foundation of 
malignity. Keen has shown that no case of carci- 
noma of the skin has ever been reported which did 
not begin in a pre-existing lesion. Studies in the 
pathology of the living, as viewed on the operating 
table, point to the same conclusion as regards the 
gastrointestinal tract ; a pre-existing ulcer can now 
be shown in 50 per cent, of cases. In the mouth 
it is a simple matter to demonstrate the prc-cancer 
pathology, a former ulcer, an irritating tooth or 
plate, or the irritation from pipe smoking, etc. The 
most striking example of pre-cancer pathology is 
to be found among the people of Kashmir, where 
the abdomen is a frequent site of cancer, as com- 
pared with the rest of the world, in which it is prac- 
tically never seen. The skins of these people have 
been frequently burned and irritated by the bra- 
ziers which they carry. In the internal organs the 
pre-cancer pathology is not so easy to demonstrate, 
but there are many conditions the presence of which 
should not be considered innocent even though they 
are not producing marked symptoms. This is es- 
pecially true of gallstones and calculi in the various 
other structures. 

Tumors, especially adenoma, fibroma, papillo- 
ma and cysts are among the so-called innocent neo- 
plasms which occur in various parts of the body 
and often predispose to cancer. In the uterus the 
benign growths become carcinomatous in about one 
out of fifty cases, and sarcoma in one out of thirty. 
Most of the tumors of the parotid sooner or later 
become sarcomatous. Eighty per cent, of the breast 
tumors are or will become malignant. 

In the future some hemolytic test will be devel- 
oped which will aid greatly in the early diagnosis, 
especially of cancer of internal organs. For the pres- 
ent, however, we must depend on what clinical 
knowledge we have at our command. We must ever 
be on the lookout for the pre-cancer conditions, for 
here the principle of "the ounce of prevention" can 
well be applied. But we cannot expect that ever\' 
individual who has a mole or a scar is going to 
present himself for treatment. Ulcers wherever 
located should be cured; but in the case of moles, 
etc., which have been present for a long period 
and suddenly begin to enlarge or grow, as it were, 
we should not be too ccmtent to watch the case. 
The history is suggestive; the operation of removal 
perhaps trivial and safe, and even though it should 
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not prove malignant no harm is done, while delay 
may possibly be fatal. 

In the breast, by means of the Warren incision, 
any suspicious lump can be removed without any 
visible resulting scar. The microscope will substi- 
tute for suspicion an exact diagnosis and perhaps 
be the means of saving life. Only yesterday I 
operated on a young woman of thirty-five for breast 
cancer. She had been to her family physician for 
treatment for a small lump which she had noticed 
in her breast. He immediately put her on obser- 
vation where he kept her for four months. The 
patient then came to me having made her own di- 
agnosis. The physician was much surprised when 
he heard of the operation findings, as he said the 
glands were not enlarged. She may prove a mar- 
tyr not to professional ignorance but professional 
inertia. Crile has said : "I have often thought that 
pending a more general enlightenment it would be 
a boon to mankind if the words 'glandular enlarge- 
ment and cachexia' as denoting symptoms of can- 
cer were stricken from our text-books of medicine. 
These are terminal symptoms and indicate that sur- 
gical opportunity is forever lost." 

This apathy on the part of the profession is hard- 
ly explainable, since we see physicians bringing 
their wives and mothers to the hospital after they 
have been watched and a positive diagnosis made 
which only too often carries with it the prognosis. 
How often has the physician as well as the patient 
been an interested spectator waiting to see whether 
the firebrand on the roof would bum itself out or 
bum down the structure. There is an inexplicable 
inertia with respect to protection from cancer, an 
inertia that is strongly suggestive of the paralysis 
of fear which the bird feels in the presence of the 
serpent. 

If we were to do justice to our patients we must 
learn that when a woman consults us with a small 
mass in her breast which is enlarging, it should be 
excised and not watched; that when a man comes 
with an ulcer on the lip which does not heal under 
proper treatment it should be removed; that when 
a patient consults us who has an obstruction of the 
pylorus as shown by food being removed the fol- 
lowing morning when the stomach should be empty, 
he is at least entitled to an exploratory incision, 
since the condition is surgical regardless of its 
pathology. When a woman presents herself with 
a history of abnormal menstrual symptoms, a dis- 
charge, or pain, she is entitled to a thorough ex- 
amination before being told that she must expect 
these symptoms, as all women have them during 
their change of life. Our patients come to us for 



a cure and not for a diagnosis. Exact clinical diag- 
nosis is not the ultimate aim or excuse for our ex- 
istence — ^at least not in America. Why should a 
physician delay for a positive diagnosis when a cure 
is what the patient wants? Why should he delay 
and turn a trivial operation into one of great magni- 
tude, with often no prospect of a permanent cure, 
as we find in the case of the breast 

So much for prevention — ^the great beaming light 
of hope — ^but what of the cancer victim? What has 
the profession to oflfer? What progress has been 
made? To the patient with the dean-cut diagnosis 
of tumor, enlarged glands and cachexia of our text- 
books we can oflFer but little more than in the past. 
A palliative operation to relieve the pain, to re- 
move the foul odor, or to prolong life is all that re- 
mains. Some of the serums, as Coley's for sar- 
coma and Vaughn's for carcinoma, have given good 
results in a small percentage of cases in conjunc- 
tion with operation. 

In the early cases the result is different, and 
the fact that the profession and in turn the laity 
are not familiar with the truth has made both dole- 
ful and skeptical. What were the results of the past 
and what improvements have been made? Twenty- 
five years ago, in a series of 364 cases collected by 
Butlin which were operated for cancer of the lar- 
ynxj esophagus, kidney, thyroid and pyloms, two- 
thirds died of the operation. Of the 126 survivors 
only one was known to be alive and free from the 
disease three years later. Gross, the foremost sur- 
geon of his day, is quoted as saying that he had 
never cured a case of cancer of the breast. 

Is it a wonder that the laity, and especially those 
of the older generation, should pause before an 
operation ? 

Thanks to Halsted in the case of the breast, 
Wertheimer in uterine cancer, and many other work- 
ers, the results of to-day in the hands of compe- 
tent surgeons are quite different. By means of a 
perfected technic, the operation mortality in breast 
cases is less than one per cent. At the Johns Hop- 
kins clinics 47 per cent, of all cases of breast cancer 
operated upon have remained well for three years 
or more. Of the selected cases, or rather those that 
seemed clinically favorable at the time of the oper- 
ation, 75 per cent, were cured. Surely a revelation 
in view of the past. 

William Mayo, in a recent article, says that "of 
all known diseases cancer of the stomach should be 
considered surgical." Appendicitis is recognized 
as a surgical malady by practically the entire medi- 
cal profession of the civilized world, although a 
large percentage of cases would recover under non- 
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surgical treatment. Strangulated hernia is consid- 
ered purely surgical and any physician failing to 
have such a case operated upon promptly would be 
severely criticized, yet occasionally an artificial 
anus forms spontaneously and the patient recov- 
ers. Cancer of the breast is recognized as wholly 
within the domain of surgery, yet the cancer quack 
with his paste cures an occasional case. Cancer of 
the stomach does not even have a remote chance of . 
the quack's occasional cure. When brought face 
to face with the fact that cancer exists in the stom- 
ach the apathy of the medical profession is equaled 
only by that of the patient. The diagnosis of can- 
cer of the stomach is enough to satisfy the patient, 
his family and his friends, and is received with 
Oriental-like resignation as being the fate from 
which there. is no hope of escape. What are the 
facts ? Cancer of the stomach, when still localized, 
gives operative results as good as those after oper- 
ation for cancer in any other part of the body. 
That which is true of the stomach and the breast 
is applicable to most parts of the body which are 
affected by cancer. In some locations, such as the 
thyroid, the prognosis is very bad when the dis- 
ease is diagnosed. But if we are to succeed with 
cancer in many locations, we must act at once when 
suspicion is aroused, not waiting for positive symp- 
toms, and thus by means of the perfected technic ^ 
of our modem surgical methods give relief and a 
cure to a goodly number of the great army of 
these sufferers. 

In conclusion I wish to state that I have no apol- 
ogy to make for the selection of the title of my 
paper this afternoon, though I have nothing new to 
offer. But if I have succeeded, even though in a 
small way, in impressing upon you the fact that the 
profession has kept pace with Rip Van Winkle on 
the cancer problem, that the time is ripe for an 
awakening, and that the great need in this problem 
of to-day is education for the profession as well 
as for the laity at large, I shall feel repaid for my 
efforts, and the taking of your time is amply justi- 
fied. 

As Crile has said, "The public is entitled to re- 
ceive from the profession all the enlightenment re- 
quired for self-preservation. It may be difficult to 
pursuade a man to change his political tenets or 
his religious creeds. Sentiment here may bind him 
closely. There is no tie of sentiment between a man 
and his cancer. Enlightenment ought to be easy 
and effective." 

The medical profession and not the laity are re- 
sponsible for the high primary and remote mor- 
tality of malignant disease, and until the former 



and the general practitioner in particular assumes 
the same stand he does in strangulated hernia and 
appendicitis, we cannot look for a material change 
in our cancer statistics. It is up to us to do our 
duty to our patients and our calling and preach the 
gospel of hope and early operation. 

The points which I wish to emphasize this after- 
noon are : 

(i) That cancer has a pre-malignant state which 
is absolutely curable. 

(2) That the time is past when the profession 
should assume a passive attitude in suspicious ma- 
lignant cases since operative technic is developed 
to an extent to-day that there are practically no 
deaths from the operations per se, and 

(3) A large percentage of cancer cases are ab- 
solutely curable if the family physician does not 
cause the fatal delay in his desire for a positive 
diagnosis. 

1 105 Jefferson avenue E. 



ETIOLOGY OF COMPLICATIONS FOL- 
LOWING ABDOMINAL SECTION.* 

By Raymond R. Westover, M.D., Brooklyn, N. Y. 

Every normal convalescence from operation is 
marked by certain minor discomforts which are, as 
a rule, either functional or local, so that on the 
third or fourth day the patient feels fairly well. On 
the other hand, these discomforts may persist and 
become exaggerated, or a variety of phenomena may 
arise which retard recovery or threaten life. It is 
for the consideration of the causative factors in 
these complications that this article is presented. 

Shock. — One of the most frequent and alarming 
effects of abdominal section is shock. Shock indi- 
cates an extreme depression of a patient's vital 
forces and is usually observed either during or 
shortly after operation. This condition is often 
caused by prolonged anesthesia (the administration 
of an anesthetic for two hours or more is always 
followed by depression of varying degree even 
though the operation be a minor one). Excessive 
loss of blood in a plethoric individual, or a mod- 
erate loss in an anemic one, will speedily induce 
shock. Prolonged exposure and manipulation of 
the abdominal viscera, with the usual rapid radi- 
ation of heat, particularly from the intestines and 
omentum when lifted out of the abdominal cavity, 
is one of the most prolific factors. Constitutional 
disturbances predispose to shock, such as a tuber- 

^ Read before the Staff Association of Winiamsburff Hos- 
pital. December 4. 1911. 
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cular tendency, or malignant disease, or chronic de- 
generative changes in the vascular system, the 
heart, lungs and kidneys. All these classes of pa- 
tients have low resistance, are profoundly depressed 
by any operative procedure, and recuperate slowly. 
Secondary Hemorrhage. — Secondary hemorrhage 
following abdominal section is nearly always due 
to faulty technic and is most apt to embarrass the 
young surgeon. The abdominal organs are so rich-, 
ly supplied with blood that death may result in a 
very short time if one of the ligatures controlling 
an important artery or vein slips after the comple- 
tion of the operation. The chief causes of this com- 
plication are as follows : 

1. Extensive capillary oozing. 

2. Defective tying. 

3. Cutting too close to the ligature. 

4. Undue traction on ligature after tying. 

5. Shrinkage of tissue within the grasp of the 
ligature. 

An extensive capillary oozing most frequently oc- 
curs where numerous intestinal and omental adhe- 
sions have been broken up, also where raw surfaces 
have been left denuded of the peritoneal covering 
by the enucleation of dense inflammatory masses. 
There may be a great many of these minute bleed- 
ing points, any one of which in itself is insignificant, 
but all taken together may cause a dangerous loss 
of blood. Catgut tied in the ordinary square knot 
and cut close will often swell, soften, and so loosen 
the ligature. When tissues are extremely edema- 
tous and vascular it is a dangerous procedure to 
enclose too krge an area in a single ligature, as the 
structures may shrink and loosen. The same is 
true in the removal of packing and drains. In the 
latter condition we are confronted with an addition- 
al difficulty, since there is a plastic lymph thrown 
out. This newly formed material is extremely te- 
nacious, and unless great care is exercised in the 
removal of the drain we will set up a free oozing. 

Breaking Down of Incision with Abscess Forma- 
tion. — ^This condition usually occurs within ten days 
following a laparotomy and is always the result of 
a pyogenic invasion, the bacteria gaining entrance 
to the deeper structures by means of the skin su- 
tures, combined with traumatism of the tissues 
themselves, as occurs in unnecessary handling and 
rough retraction of the edges of the wound, care- 
/essness in controlling bleeding, and not avoiding 
strangulation of fragments of tissue by ligatures. 
This complication may prove serious and unless ap- 
propriate measures are readily instituted to evacu- 
ate the discharge we will have a most important 
factor in the production of hernia and fistula. 



Postoperative Septic Peritonitis. — If we accept 
the more modem views of the pathology of peri- 
tonitis we must consider all forms as septic or in- 
fectious. There are nevertheless certain patholo- 
gists who maintain that there exists a simple post- 
operative traumatic peritonitis without infection. 
This view would seem to be supported by various 
observers who have found no growtfis in cultures 
taken during operation; yet occasionally these pa- 
tients would exhibit on the third or fourth day 
many of the symptoms of a septic peritonitis. How- 
ever, it is not the purpose of this paper to discuss 
a pathological question, as we will only consider 
the forms which have been proven beyond question 
to be true inflammations. 

(a) Traumatic or plastic peritonitis is a regener- 
ative process and occurs to some degree after evtry 
abdominal section. It is slight and circumscribed 
after simple operations and extensive when large 
raw surfaces have been left uncovered. In these 
/ocalities the inflammatory products first unite ad- 
jacent structures, and later become converted into 
fibrous tissue or bands known as adhesions. This 
condition is always the result of triiuma, either 
within or without the abdominal cavity. 

(b) Postoperative septic peritonitis. This com- 
plication, often the most serious and dreaded by the 
surgeon, is invariably produced by the entrance in- 
to the peritoneal cavity of pyogenic organisms. It 
is, therefore, primarily a localized condition, which 
gradually extends over the peritoneum until it is 
checked by leucocytic barriers, in Nature's eflFort to 
limit the infectious process. There are several fac- 
tors which are important in this walling-off process : 
First, the patient's age ; second, the vital resistance 
as recorded by the opsonic index; and third, the 
virulence of the infecting organism. In greatly de- 
pressed patients, subjected to a prolonged abdom- 
inal section in which there is considerable trauma- 
tism to the peritoneum and a fair amount of capil- 
lary oozing, the chances for a serious infection arc 
greatly increased. It is also a clinical fact that pa- 
tients suffering from a pre-existing chronic cardiac, 
renal or hepatic disease are prone to be carried off 
suddenly by the so-called terminal infections, which 
are now recognized as due to pathogenic bacteria. 
Of these bacteria the streptococcus is the most viru- 
lent ; the staphylococcus ranks second, which under 
favorable conditions may give rise to an extensive 
serous inflammation." Next in importance come the 
colon bacillus, bacillus pyocyaneus, bacillus typho- 
sus and the micrococcus. The gonococcus, while oc- 
casionally found in purulent collections in the peri- 
toneal cavity, seems only in rare instances to be cap- 
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able of exciting an active inflammation in serous 
membranes. These pyogenic organisms find en- 
trance into the abdominal cavity in a variety of 
ways : First, by liberation of infected matter dur- 
ing an operation. Second, by injury to the intes- 
tinal walls which permits a direct escape of the pus 
producing germs from the bowel; and third, bac- 
teria may be carried into the peritoneal cavity by 
the surgeon or his assistants, on the hands, sponges, 
instruments or ligatures. 

Septicemia and Pyemia, — These occasionally 
complicate abdominal section. The distinction be- 
tween these two conditions, while important from a 
surgical standpoint and convenient on pathological 
grounds, is largely artificial, as septicemia and py- 
emia are chiefly two different stages of the same 
general septic process. In the first, pyogenic bac- 
teria gain entrance to the blood and circulate 
throughout the tissue, giving rise to characteristic 
symptoms of septicemia. The process may be held 
in check at this point, or it may go on to the forma- 
tion of focal necrosis and suppuration at some re- 
mote point from the original portal or entry with 
the attendant symptoms of a pyemia. The etiology 
of these two conditions is practically the same as 
that of postoperative septic peritonitis. 

Pleurisy. — As a complication pleurisy is rare, al- 
though it occasionally occurs. It may be either tu- 
bercular, associated with a tubercular peritonitis, or 
septic, a part of the general suppurative condition. 

Pneumonia. — Pneumonia following abdominal 
section is a much more frequent complication than 
pleurisy. It is predisposed to by ( i ) excessive ex- 
posure of the body during operation. (2) By the 
irritating effects of anesthesia. (3) By the inhal- 
ation of foreign matter. (4) By the lodgment in 
the pulmonary capillaries of septic emboli. Pneu- 
monia is often due to a prolonged and unnecessarily 
free use of the anesthetic, and this is to be distin- 
guished from the embolic variety by its appearance 
within the first twenty-four hours. 

Ileus. — Ileus arising after laparotomy is usually 
the result of some interference with the normal in- 
testinal peristalsis by one of the following causes: 
(i) Strangulation of a knuckle of intestine under 
an adhesive band; (2) adhesions of the bowels to 
raw surfaces; (3) adhesions of the bowels among 
themselves about a septic focus ; (4) the incarcer- 
ation of a loop of intestine through a hole in the 
omentum; and (5) a simple twist of the bowel upon 
its mesenteric axis. 

Peculiarities of Pulse and Temperature. — Cer- 
tain of these are worthy of notice. The pulse is 
one of the most important indications of a patient's 



general condition and any deviation from the nor- 
mal should be watched with the greatest care. In 
Drder that the pulse may act as a guide in forming 
an intelligent opinion, a previous observation is of 
the utmost importance. When an operation has 
been long and exhausting the pulse rate may be 
greatly increased and persist so for a number of 
hours without causing anxiety unless it shows 
signs of weakness. It is a mistake to consider even 
the widest variation of the pulse rate as indicating 
in itself a necessarily fatal result. The same is 
true of the temperature. Subnormal temperature 
suggests depression arising from shock, hemor- 
rhage, or a gradual weakening of vital functions 
preceding death. An elevated temperature may per- 
sist for several days and then subside without ap- 
parent cause. As to etiology of this, investigators 
differ, but most agree that the high temperature is 
due to the absorption of fibrin ferment and the 
products of aseptic tissue necrosis. Occasionally an 
excessive temperature suggests malaria and calls 
for a blood examination, but more often it is due 
to an infection either local, as in the incision, as 
stitch abscess, or general, as a beginning septic con- 
dition. 

Vomiting, Tympanites, and Excessive Pain. — 
These are conditions which can hardly be classified 
as complications unless they become excessive. 
Nausea and vomiting follow the administration of 
anesthetics in the majority of cases, especially if 
prolonged. Here the personal equation is impor- 
tant as discovered at some previous experience. 
Tympanites, when excessive, is a most annoying 
condition. It is due to intestinal fermentation and 
atony combined with constipation. If associated 
with other symptoms it may suggest a beginning 
peritonitis. Kelly reports two cases in which death 
was due to a paralysis of the diaphragm from ex- 
cessive tympanites. 

Excessive pain is seen in highly neurotic and sen- 
sitive individuals. It may mean functional nerve 
disorder, hysteria or the formation of new adhe- 
sions. 

Suppression of Urine. — Following all abdominal 
sections we find a diminution in the amount of 
urine secreted. If this suppression continues, the 
diagnosis lies between a nephritis and a ligation of 
one or both ureters. 

Fistulcc. — Fistulae may be of two kinds, urinary 
and fecal, (i) Urinary fistulae are always due to 
traumatism of the urinary tract and faulty technic. 
Fecal fistulae are more common and more serious 
on account of their exhausting nature. Their chief 
causes are disease or injury to one or all of the 
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coats of the intestines, and pressure necrosis from 
packing and drains. The prevention of these causes 
usually lies within the power of the operator and 
their appearance is evidence of faulty technic. 

Sudden Death. — This complication is rare, but 
occasionally occurs. It is generally due to embolism 
or thrombosis. These conditions are apt to co-exist 
and any cause tending to dislodge a thrombosis is 
equally effective in fonning an embolus. Thrombi 
are predisposed to by continued pressure on the ab- 
dominal and pelvic vessels, by chronic obliterative 
changes in the vascular system, and by local infec- 
tion through the walls of the vessels. The exciting 
causes are a sudden change in posture, coughing, 
sneezing, and straining during defecation. 

Conclusions. 

We hear much to-day of prophylactic medicine, 
but little or nothing of preventive surgery or the 
complications arising from neglect of this subject. 
The public learns that a patient has been operated 
upon, and knowing nothing of the disease or cir- 
cumstances IS surprised at the unfortunate outcome. 
Many of the complications of abdominal surgery 
are preventable conditions, and if our results are to 
depend on a more thorough knowledge of their eti- 
olog}', combined with a more rigid technic, it is just 
as important for the surgeon to avail himself of 
every opportunity to this end, in the lowering of 
mortality and increasing the permanency of cure, 
as it is for the physician to understand the under- 
lying principles of preventive medicine. 

184 St. Nicholas avenue. 
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Treatment of Luxation of the Peroneal Ten- 
dons. — Dr. R. Eden {Miincli. med, IVochensclt., 
No. 12, 191 2) points out that the peroneal tendons 
are retained in position by double annular bands, 
which represent a reinforcement of the fascia, 
these being attached to the os calcis and astragalus. 
After luxation of the peronei muscles the chief at- 
tention should be directed to the restoration of these 
retinaculi. A number of methods have been sug- 
gested for this purpose. Lexer, with whose clinic 
the author is connected, has had excellent results 
from free tendon transplantation. After exposing 
the external malleolus and the peroneal tendons the 
peroneal groove was deepened and the malleolus 
drilled. Then the tendon of the palmaris longus 
taken from the same patient was used for the trans- 
plantation, as this muscle practically fulfills no func- 
tion. This tendon was applied around the peronei, 
passed through the opening in the malleolus, and 
there fixed in position. Thus the peroneal tendons 



were enveloped in a tendinous ring which prevented 
their gliding over the malleoli. At the close of 
operation the divided fascia was carefully sutured. 
The results were ver>' satisfactor}% the patient be- 
ing able to take long walks three weeks after oper- 
ation. It was found that the displaced tendons 
were held permanently in position by the new-form- 
ed tendon ring. 



Fracture of the Internal Malleolus. — Dr. Weg- 
ner (Miinch. med. Wochensch., No. i8, 1912) re- 
ports a case of fracture of the type first described 
by Bircher and termed by him fracture of the mal- 
leolus lateralis tibiae posterior. It would seem that 
these cases cannot be diagnosed without careful 
Roentgen examination. In Bircher's case a disc of 
bone was torn off from the posterior end of the 
tibia. The space between the tibia and the frag- 
ment was often very slight and only visible in the 
x-ray picture as a fracture line. Wegner's case 
had been diagnosed by another surgeon as a frac- 
ture of the leg at the lower third. When seen by 
him some time after the injury there was still pres- 
ent a swelling of the leg and foot, but no shorten- 
ing nor displacement. The mobility of the ankle 
was impaired. The Roentgen picture revealed a 
small fragment torn from the malleolus as well as 
a spiral fracture of the fibula with distinct callus 
formation. The injury had resulted from a slip. 
\\'hile slight in character the after-effects are some- 
times sufiicient to render it worthv of consideration. 



Complete Displacements of the Lower Cervi- 
cal Vertebrae. — Dr. F. O. Quetsch {Miinch. med. 
JVochensch., No. 18, 1912) describes five cases of 
total luxation of the lower cervical vertebrae which , 
occurred among 100 cases of injuries of the spine 
not terminating fatally. In view of the sudden and 
marked narrowing of the spinal canal as the result 
of this injury and the danger of involvement of the 
important spinal centers in this region it is remark- 
able that luxations of the cervical vertebrae have 
been followed by relatively high percentage of re- 
coveries. The adaptability of the cord, however, 
is very great, and contusion and laceration are not 
as marked in all parts as was formerly assumed. In 
three of the author's cases the paralytic phenomena 
were fairly severe, but later subsided. The degree 
of complete anterior luxation is no criterion of the 
amount of damage to the cord, although it bears a 
direct relation to the degree of movability of the 
head. The backward luxation gives the best prog- 
nosis functionally and causes the least disturbances 
in the movements of the head. Quetsch's cases 
show that unreduced total luxations in young and 
vigorous persons after compensatory changes have 
occurred make recovery with more or less com- 
plete restoration of their working capacity. Re- 
duction is only possible in recent cases by means of 
extension apparatus, and is particularly advisable 
where the disturbantes of the spinal cord are of 
serious character. 
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the rule that patients will agree to the operative 
plan of treatment. There can be no question, how- 
ever, that in cases in which proper reduction and re- 
tention cannot be effected operation is clearly indi- 
cated, as, for instance, in transverse fracture of the 
patella, joint fractures with mechanical interfer- 
ence with movement by the fragments, cases where 
important muscular attachments are torn off and 
cannot be approximated, where there is involve- 
ment of a nerve, or interposition of soft parts, or 
angular or axial deformity that cannot be over- 
come, especially in the lower limbs (Cathcart, 
Edinb. Medical Journal). Viewed from a practical 
standpoint we believe that Jonas is quite right in 
his contention that the greater number of fractures 
always have been and always will be treated by the 
general practitioner, and that his functional re- 
sults are usually good and satisfactory to the pa- 
tient, even though a skiagraph would show imper- 
fect alignment and defective adjustment. Conse- 
quently the surgeon can never hope to attain an 
exclusive control of the management of fractures, 
and the open treatment can never become the uni- 
versal one. 



THE OPERATIVE TREATMENT OF 
SIMPLE FRACTURES. 

Since 1905, when Mr. Arbuthnot Lane described 
his operative method of treating simple fractures, 
this subject has attracted considerable attention. 
While surgeons in different parts of the world have 
employed this procedure, few have followed its 
originator so far as to adopt it as a routine meas- 
ure, and for good and sufficient reasons. As com- 
pared with the older conservative plan of treat- 
ment the Lane method and its modifications have 
some serious disadvantages which should restrict 
their use to cases in which satisfactory adjustment 
and retention of the fragments cannot be secured 
by the former. To convert a closed fracture into 
an open one is more or less hazardous, for unless 
the most scrupulous asepsis be observed there is 
always risk of infection. As Jonas has pointed out, 
"in no other domain of surgery are errors in asep- 
sis so often punished by failures." The surgeon must 
also be a master of the technic and be provided 
vrith trained assistants, and Roberts (Pennsylvania 
Medical Journal) makes the significant statement 
that the operation should be undertaken with great 
caution in the average American hospital because 
of the imperfect organization of many of these in- 
stitutions. Moreover, as Eve (Southern Medical 
Journal) emphasizes, it is the exception rather than 



THE PRACTICAL DIAGNOSIS AND CARE 
OF SIMPLE FRACTURE. 

Our text-books have so systematized the signs of 
simple fracture that the diagnosis appears ridicu- 
lously easy. We are told to pin our faith to crepi- 
tus, abnormal mobility, deformity, pain, and loss of 
function. We are taught that crepitus and abnor- 
mal mobility are positive signs of fracture, but we 
are not told that complete fracture without either of 
these signs is extremely common. We are left to 
believe that fracture without crepitus and without 
abnormal mobility is at least uncommon, if not im- 
possible. 

We are so impressed by the importance of crepi- 
tus that it is invariably the first sign we k)ok for. 
When we are certain of its existence and its charac- 
ter, it is, of course, pathognomonic of fracture. It 
is usually dependent upon the amount of abnormal 
mobility. 

Careful and orderly examination in a suspected 
fracture should be as much a routine procedure as 
it is in any other injury or disease. We should al- 
ways listen to the history. If it were always reliable 
and accurate it would be of great value, for, know- 
ing something of the character and direction of the 
force, we could estimate the extent of the injury. 
Although unfortunately the story is often inaccu- 
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rate, a clear account is of great value, particularly 
in Pott's or Colles' fracture, or in fracture of the 
neck of the femur. 

While the patient is describing how the accident 
occurred, much can be gained by observation. To 
a practiced eye, the changes in the form and contour 
of the part are of great interest — in some instances 
pathognomonic. The patient's attitude is often 
characteristic. Even ecchymosis may be studied. 
Though it is but presumptive evidence of fracture, 
it is almost always present at some time, and its lo- 
cation is often of significance. 

WTien we come to examine the injury, if we have 
not already made our diagnosis, we must make it 
now. All the positive signs of fracture are elicited 
here. The utility of mensuration is variable; it is 
dependent upon so many inaccuracies that it is never 
of absolute value. The bony points we measure 
from are not points at all, but are usually rounded 
prominences, which give us opportunity for person- 
al error. The tape may nm over unevenly placed 
limbs and fall upon swollen soft parts. Asymetry 
of the extremities is, in my opinion, extremely com- 
mon. I have often found a half-inch difference in 
the normal individual. If the shortening is glaring- 
ly evident, the tape will convince us of it; if it is 
not, our measurements may help or hinder us. 

If we can move one portion of the bone while 
the other is fixed, we are of course certain of frac- 
ture. But this is often impossible. It should be un- 
derstood that this sign is not always available, and 
yet fracture may still exist. Partial fracture, im- 
paction of the fragments, linear fracture, proximity 
to a joint, elasticity of the bone, as in the ribs or 
the fibula, shortness of the bone itself, its depth 
beneath the skin, or even sliding of the supra-osteal 
tissues, must all be taken into consideration. Any 
one of these factors, in the proper situation, may so 
militate against our efforts thai we may be unable 
to detect mobility. We should never use violent at- 
tempts to produce motion at a fracture-point. Gen- 
tle efforts will not only tell us all we wish to know, 
but vigorous manipulation will often defeat our 
object by locking the fragments or plunging them 
into the soft parts. 

While moving the fragments we may get crepi- 
tus; but this sign owes its existence to every one 
of the factors concerned in abnormal mobility. These 
two signs are usually interdependent, but separation 
of the fragments, the age of the fracture, or block- 
ing by the soft parts may be responsible for the ex- 
istence of one without the other. Much harm can 
be done by attempts to elicit crepitus ; a jagged frac- 
ture end may cause enough injury to the soft parts. 



with its resulting cicatricial contraction, to account 
for much overriding, bowing, or loss of function. ' 
This condition is often seen when open operation is \ 
done for ununited fracture. 

The existence or non-existence of fracture can 
be practically determined by careful inquiry into 
the presence of pain. This is by far the most 
certain sign of fracture in cases difficult of diag- 
nosis, and is at all times available. 

The inherent pain of fracture is greater or less, 
depending upon the individual, upon associated in- 
juries, muscular spasm, and spontaneous motion in 
the fragments. It may be so characteristic as to 
convince us of fracture somewhere, but it is very 
often a negligible quantity. We then search for 
pain systematically and with great care: 

First. — By pressure upward upon the long axis 
of the bone, the presence of Colles' fracture or 
fracture of the shaft of the tibia or femur may be 
discovered in this manner. It is often the only way 
we can detect fracture of the surgical neck of the 
humerus. 

Second. — By availing ourselves of our knowledge 
of muscular attachments we can often produce lo- 
calized pain. Evidence of fracture of the internal 
condyle of the humerus may be discovered by ask- 
ing the patient to flex his wrist; thus causing the 
flexor muscles to sharply detach the fragments. 

Third. — By eliciting pain upon linear pressure. 
Before searching for this sign the part should be 
so supported that the muscles are at rest, thus sep- 
arating the pressure pain from traction or motion 
pain. Pott's fracture shows us very characteristic 
linear pain, as does fracture of the radius, ulna or 
fibula. 

The diagnostic value of the x-rays is variable and 
vastly misunderstood. In fractures easy of diag- 
nosis the rays are unnecessary, and in difficult cases 
they are of value only in the hands of an expert 
radiographer. Even then, the skiagraph may re- 
veal fracture where there is none, or fail to show 
it where there is one. Not every line across a bone is 
evidence of fracture. The distance of the tube, 
the inclination of the rays, the density and position 
of the bone, and the interpretation of the operator 
must all be considered. In children particularly does 
the variable density of the bone give rise to error. 
We should not let it interfere with a definite clinical 
opinion, for often a skiagraph will show great de- 
formity where the functional result is all that could 
be desired. 

The practical care of simple fracture is so long a 
story that it can be but touched upon in a paper of 
this length. 
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In the first place, common sense and, at least, 
some mechanical ability are indispensable. While 
reduction should be our first thought for local treat- 
ment, it should be remembered that it is often un- 
necessary and occasionally inadvisable. Although 
set rules for reduction are possible in some frac- 
tures, as in Pott's or Colles', we are more often 
guided by our sense of sight and of touch. Reduc- 
tion is vastly simplified if our finger experiences 
can give us a mental picture of the position of the 
fragments. 

When we are reasonably certain that the frag- 
ments are in as close apposition as is possible, our 
next care is efficient immobilization. The applica- 
tion of a retentive dressing can never be done by 
rule of thumb. Apparatus never heals by virtue 
of its name or reputation. It must do the work in 
each individual instance, or it is useless. 

There is to-day a gradual drift toward open oper- 
ation in fracture treatment. Operative interference 
has long been practiced for non-union or faulty 
union, but advanced surgeons tell us that mechanical 
fixation of the fragments should be a routine rule 
of practice. Fortunately, accurate adjustment and 
perfect alignment of the fragments are not neces- 
sary to success in the vast majority of cases. I have 
seen excellent functional results in fractures put up 
by laymen at sea. There are a few definite reasons 
for operating upon recent fractures, but should our 
operative eagerness and perfected technic induce us 
to operate widely, when the percentage of failure 
in all fractures is perhaps two per cent, or less? 

Let us remember that there is a difference between 
delayed union and non-union — ^that, after long de- 
lay, fibrous may be converted into bony union. Let 
us remember that absolute failure of union is rare, 
that delayed union is often of constitutional origin, 
and then we will operate only in the presence of 
a definite local cause. At very few operations for 
non-union do we find the classical picture of muscle 
or fascia between the fragments ; more often do we 
encounter nothing at all but the fracture and its 
granulation tissue. 

Sutures and mechanical contrivances without 
number have been devised to hold the fragments; 
their very multiplicity speaks ill for their useful- 
ness. Pathology teaches us that any foreign body, 
no matter what its nature, sets up, for some distance 
around it, a rarefying osteitis which defeats the 
purpose of the surgeon. Whether wire or nails, 
or pins or plates, a metallic body buried in the tis- 
sues will break through if given time enough. I 
have removed silver wire from an olecranon process 
which had been sutured years (seventeen) before. 



Since none of these contrivances are adapted to 
hold the fracture fast without a retentive dressing, 
and since absorbable sutures are undoubtedly often 
broken in the applicatic»i of that dressing, let us 
confine our efforts, when we must operate, to clear- 
ing the ends of the fragments, squaring them off, 
if necessary, and then have them maintained in po- 
sition by an assistant till the tissue suturing is fin- 
ished and the immobilization completed. 

When firm union has occurred in one way or an- 
other, the end-results may prove good without fur- 
ther watchfulness on our part. Restoration of func- 
tion is, however, very often the most difficult and 
the least appreciated part of our work. 

Charles A. Gordon, M.D. 



HINTS ON FRACTURES. 

By Joseph E. Fuld, M.D., New York. 

It is necessary to watch fractures of the ribs care- 
fully for a couple of days to note the onset of pos- 
sible pulmonary complications. Localized pneumo- 
nitis sometimes occurs. 

In strapping the chest for fractured ribs, the 
straps should pass well beyond the median line.- 
They should be applied during a full expiration. 
One or two straps passed over the shoulder help 
much to secure immobilization. 

A hematoma of the scalp may simulate a de- 
pressed fracture of the skull. If the finger is firmly 
pressed upon the center of the swelling, the smooth 
hard skull can be felt, while in fracture the center is 
soft. 

Systematic examination of the whole body should 
be made in every accident case. Thus I have seen 
a Colles' fracture which had been treated elsewhere 
for three weeks for something else. One patient, 
a child, was brought to me with an unrecognized 
malunited fracture of the clavicle. This class of 
cases makes good naterial for mal-practice suits. 

It is to be remembered that fracture of metatarsal 
bones may be caused by slight injuries. Thus, the 
base of fifth metatarsal may be fractured by a 
twist of the foot while walking or dancing. 

The value of the x-ray as a means of diagnosis 
cannot be overestimated. It is surprising how much 
information can be obtained from a skiagraph, but 
it must be remembered that the bones are shown 
only as shadows and are subject to distortions, and 
the condition may be misinterpreted unless the ex- 
amination is made by one experienced in radiog- 
raphy. 
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Department of Railway Surgery 

OFnCAL ORGAN 

THE ASMaATION OF SUIGIONS OF lU SOimiEUI lAILWAT. 

ASSOOATIOII OF SUKZONS OF THE PCimSTLVANU UNCS. 

ASSOOATION OF SUtGEONS OF THE SEABOAID AIR UNE KAILWAT. 



THE PENNSYLVANIA RAILWAY SUR- 
GEONS' FIFTH ANNUAL CON- 
VENTION. 

The Railway Surgeons of the Pennsylvania lines 
east of Pittsburg, held their fifth annual meeting at 
the MarllxH-ough-Blenheim Hotel, Atlantic City, 
May 31st and June ist, 1912. The sessions were 
held in one of the assembly rooms of the hotel, and 
whije the attendance was not as large as was ex- 
pected, it was a matter of great satisfaction to the 
officers and various committees in charge, that they 
were able to present such an excellent program, 
comprising some very valuable and instructive pa- 
pers. The wide variety of surgical topics and the 
discussions to which they gave rise, of which the 
following is a complete list, showed the progressive 
character of this association : 

Traumatic Shock, Dr. Marshall Clinton, Buffalo, 
N. Y. Surgical Shock, Dr. Joseph M. Wells, Tren- 
ton, N. J. Infection and Immunity, Dr. Geo. T. 
'Miiller, Philadelphia, Pa. Little vs. Much Tech- 
nique and Apparatus in Bone Surgery, Dr. D. W. 
Kingsbury, Nanticoke, Pa. Address, Dr. J. Wm. 
White, Chief Surgeon P. R. R., Philadelphia, Pa. 
The Surgical Importance of Early Diagnosis, Dr. 
Walter Lathrop, Hazleton, Pa. The Relation of 
the Railroad Surgeons to the Legal Department, 
Stacey B. Lloyd, Esq., Asst. Gen. Counsel P. R. R., 
Philadelphia, Pa. Treatment of Old Ununited and 
Deforming Fractures, Dr. S. L. McCurdy, Pitts- 
burg, Pa. Depressed Fracture of the Malar Bone, 
Dr. H. T. A. Lemon, Washington, D. C. Some 
Newer Ideas in Wound Healing, Dr. H. Edwin 
Lewis, New York City. Safety Devices and Re- 
sulting Benefits, Robert H. Newbem, Esq., Supt. 
Insurance Department, P. R. R., Philadelphia, Pa. 
Address on Fractures, Dr. John B. Walker, New 
York City. Eye Injuries, Dr. S. L. Olsho, Phila- 
delphia, Pa. Reduction of Cancer Mortality, Dr. 
Jonathan M. Wainwright, Chief Surgeon, D., L. 
& W. R. R., Scranton, Pa. Traumatic Shock and 
the Employment of Blood Pressure Estimation in 
Its Prevention and Treatment, Dr. Jos. C. Blood- 
good, Baltimore, Md. Address, Dr. John B. Mur- 
phy, Chicago, 111. 

Saturday evening the surgeons and their ladies 
and guests partook of a most delightful banquet in 
one of the private rooms of the hotel. Dr. H. T. A. 



Lemon, of Washington, D. C, proved a most ac- 
ceptable toastmaster, while the witty respcmses of 
many of the surgeons present added much to the 
enjoyment of the occasion. 

Dr. L. T. Bremerman, of Downingtown, Pa., pre- 
sided in a very pleasing and efficient manner. Much 
credit is due Dr. Spencer M. Free, of Dubois, Pa., 
Chairman of the Scientific Program Committee, to 
the Secretary, Dr. A. W. Colcord, of Qairton, Pa., 
and the Chairman of the Committee on Arrange- 
ment, Dr. Francis W. Bennett, of Atlantic City, 
N. J., for their untiring and able efforts in making 
this meeting a decided success. 

The following officers were selected for the en 
suing year : 

President, Dr. H. T. A. Lemon, of Washington, 
D. C. First Vice-president, Dr. J. W. Barr, of 
Nanticoke, Pa. Second Vice-president, Dr. A. W 
Phelps, of East Aurora, New York. Secretary 
Dr. A. W. Colcord, of Clairton, Pa. Treasurer, Dv. 
J. C. Egbert, of Wayne, Pa. Dr. L. T. Bremerman, 
of Downingtown, Pa., was elected a member of the 
Executive Committee. 

The next meeting place was not decided upon, the 
choice of time and* place being left in the hands of 
the Executive Committee. 



THE ANNUAL MEETING OF THE SUR- 
GEONS OF THE SOUTHERN 
RAILWAY. 

The seventeenth annual meeting of the Associa- 
tion of Surgeons of the Southern Railway was 
held, June nth and 12th, in the spacious ballroom 
of the New Willard Hotel, Washington, D. C. The 
very large attendance was a matter of much grati- 
fication to the officers, the arrangement committee 
and the surgeons of this great system. 

This meeting, as all previous ones held by this 
Association, was most interesting and successful in 
every particular. A splendid program comprising 
many instructive and practical papers on a wide 
range of subjects, including a symposium on in- 
juries to the elbow, occupied much of the time of 
the scientific sessions. These papers, together with 
the numerous and thorough discussions which they 
aroused, showed how much interest was manifested 
by the members in these meetings, and also proved 
that they were eager to secure all possible benefit 
from them. 

The President, Dr. J. H. Mitchell, of Mt. Ver- 
non, 111., most capably and satisfactorily presided 
over the meetings. Many of the surgeons brought 
their wives and families with them to enjoy the out- 
ing and the many points of interest to be found in 
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the Capitol City. An automobile sight-seeing trip 
for the ladies and children was one of the enter- 
tainment features. 

Among the special papers were addresses by Pres- 
ident W. W. Finley, of the Southern Railway, Sur- 
geon C. P. Wertenbaker of the United States Ma- 
rine Hospital Service, of Norfolk, Va., Dr. Tom A. 
Williams, of Washington, D. C, Col. L. E. Jeffries, 
of the Law Department of the Southern Railway, 
and several others, on timely and important sub- 
jects. President Finley gave a most interesting 
discourse on the many problems that are confront- 
ing the railway companies of to-day. He declared 
that all disputes between labor organizations and 
the railroads should be settled by compulsory ar- 
bitration. He thought the time had already arrived 
for the adoption of a well devised system, "not 
only because the public interest in the avoidance 
of strikes and the interruption of transportation de- 
manded it, but because we are face to face with a 
situation which may bring the relation of the wages 
of railway employees and charges for transporta- 
tion service, before the government tribunals." 

Dr. J. U. Ray, as usual, demonstrated his excep- 
tional ability in his offices as secretary and treas- 
urer, and contributed not a little to the successful 
outcome and management of the many details in- 
cident to such a meeting. 

The following officers were elected for the ensu- 
ing year : 

President, Dr. H. W. Blair, Sheffield, Ala. First 
Vice-president, Dr. M. W. Stowe, Jessup, Ga. Sec- 
ond Vice-president, Dr. M. W. O'Brien, Alexandria, 
Va. Third Vice-president, Dr. J. E. W. Haile, 
Rockville, S. C. Fourth Vice-president, Dr. J. H. 
Hamilton, Union, S. C. Member of Executive 
Committee, Dr. R. L. Payne, Norfolk, Va. Secre- 
tary and treasurer. Dr. J. U. Ray, Woodstock, Ala. 

It was decided to hold the next annual meeting 
at Norfolk, Va., in June, 191 3, the date to be an- 
nounced later. 



Surgical Gleanings. 

Implantation of Ivory as a Substitute for Bone. 
— Dr. Koenig, in a paper read before the German 
Society for Surgery, April, 1912 (Dent, med, 
Wochensch., No. 17, 1912), expressed a prefer- 
ence for ivory over living or dead bone for trans- 
plantation. He described the case of a woman 
sixty-nine years old, in which a year ago he had 
resected almost the entire left half of the lower jaw 
for a cystic tumor. A splint of ivory was employed 
to cover the defect, one end being inserted into the 
medullary cavity of the remaining half of the max- 



illa and the other into the glenoid cavity, and the 
soft parts were accurately sutured. Complete union 
took place with excellent functional results, the pa- 
tient being able to widely open the mouth. No fis- 
tulae or irritation developed. This constitutes the 
third case successfully treated by this method. In 
the case of a boy seventeen years old Koenig re- 
moved almost the entire humerus for a sarcoma 
and introduced an ivory rod into the medullary cav- 
ity of the remaining lower portion. Although re- 
currence took place, it was found possible to retain 
the ivory substitute for two months. 

Nail Extension in the Treatment of Fractures^ 

— Dr. Siissengut (Berlin, klin. IVochensch., No. 13, 
1912) obtained ideal results from this method in 
16 of 18 cases, especially as regards avoidance of 
shortening and lateral displacements. In view of 
the possibility of resorting to massage and passive 
movement under this treatment, the functional re- 
sults were ver>- satisfactory. The chief disadvan- 
tages are pain, risk of infection, and irritation 
about the place of insertion of the nails. This 
method is not intended to replace the customary 
ones, but to be employed in appropriate cases, such 
as complicated fractures with extensive injuries 
of the soft parts. It should be practiced only in 
hospitals. 

Surgical Treatment of Poliomyelitis. — In an 

article read before the German Society for Ortho- 
pedic Surgery, April, 191 2, Professor Lange 
(Miinch. med Wochensch,, No. 17, 1912) advises 
the application of a plaster-of-Paris bandage dur- 
ing the first stage, which is often followed by sub- 
sidence of pain. To promote regeneration of the 
paralyzed muscles electricity and massage, as well 
as heat, were found useful, while for the preven- 
tion of contractures Lange prefers a light celluloid 
gauze splint. If contractures have resulted they 
are removed by tenotomy and redressement. Later 
tendon transplantation is usually necijessary, but 
nerve transplantation is not indicated in this dis- 
ease. In general, tendon transplantation is not to 
be undertaken before the fourth year. If possible, 
the entire muscle is transplanted, the periosteal 
method being most advantageous because securing 
better fixation. Early resort to movements is im- 
portant, except in cases where fixation is necessary. 
Professor Vulpius, who also reported his exper- 
iences at the same meeting, stated that the minimum 
time at which tendon transplantation can be per- 
formed is the first year. In the shoulder-joint more 
is to be expected from arthrodesis than from tendon 
transplantation, while conditions are reversed in 
the elbow-joint. Plastic work is desirable in the 
hip- joint, and at the knee transplantation gives good 
results. Though the social state of the patient 
should be the deciding factor in considering the 
mode of operation on the foot — whether tendon 
transplantation or arthrodesis — the latter is often 
preferable because requiring less time. Unlike 
Lange, Vulpius considers the periosteal method the 
exceptional one. 
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Moodily Index of Surgery and Gynecoloigr 

Acute Abdominal Emergencies, Some (Canad. M. A. Jour., May, 

1912). H. A. Bruce, Toronto. 
Acute Intestinal Obstruction with Impairment of Intestinal Vitality, 

Suggestions in Treatment of (N. Y. Med. Jour., May 4, 1912). 

Van B. Knott, Sioux City, la. 
Apophysitis of the Os Calcis (N. Y. Med. Jour., May 18, 1912). 

J. W. Sever, Boston. 
Appendicitis as a Complication of Pregnancy and the Puerperium 

(Col. Med., May. 1912). H. McCTannahan, Colorado Springs. 
Appendicitis in Childhood, Management of (Am. Jour. Obst., May, 

1912). W. F. Campbell, Brooklyn, N. Y. 
Arthrodesis of Some of the Smaller Joints in the Treatment of 

Paralysis and Acquired Deformities (Jour. A. M. A., May 11, 

1912). R. E. Soule, Xew York. 
Benign Cyst of the Long Bones (Col. Med., May, 1912). H. W. 

Wilcox, Denver. 
Benign Growths of the Larvnx, the Operative Treatment of (South. 

Med. Jour., May, 1912). R. McKinney, Memphis. 
Bismuth Paste, Experiments with (Jour. A. M. A., May i, 1912). 

F. McK. bell, Ottawa, Can. 
Bismuth Paste, the Passing of (Med. Rec, May 18, 1912). W. 

Blanchard, Chicago. 
Cancer of the Breast, Surgery of (N. Y. Med. Jour., Apr. 27, 1912). 

E. S. Judd, Rochester, Minn. 

Cancer of the Lip and Tongue. Special Factors Concerning Surgery 
of (Calif. S. Jour. Med., May, 1912). H. A. L. Ryfkogel, San 
Francisco. 

Cholecystostomy versus Cholecystectomy (Am. Jour. Surg., May, 
1912). L. Frank, Louisville. 

Cholelithiasis (Canad. Pract., May, 1912). W. J. Macdonald, St. 
Catharine, Ont. 

Congenital Hypertrophic Pyloric Stenosis, the Surgical Treatment 
of (South. Med. Jour., May, 1912). G. E. Gavin, Mobile. 

Congenital Malposition of the Gallbladder (Lancet, Apr. 6. 1912). 
A. J. Walton, London. 

Cystoscope in Diagnosis, the Use of (Northw. Med., May, 1912). 
O. S. Fowler, Denver, 

Diagnostic Aids in the Surgery of the Renal Pelvis and Ureter, 
with Special Reference to Pyelography (Lanc.-Clin., May 18, 
1912). W. F. Braasch, Rochester, Minn. 

Differential Diagnosis of Pancreatic Affections and Gallstones (N. 
Y. Med. Jour., May 11, 1912). J. F. Erdmann, New York. 

End Results of Operations for Cancer of the Tongue (Brit. Med. 
Jour., Apr. 20, 1912). A. R. Short, Bristol. 

Enterostomy Incident to Operations for Intestinal Obstruction, the 
Choice of Technic in (Surg., Gyn. and Obst., May, 1912). 
J. P. Lord, Omaha. 

Epilepsy, Surpery in (South. Med. Jour., May, 1912). W. A. 
^ Brjran, Richmond. 

Estimation of Vital Resistance of Patient with Reference to Pos- 
sibility of Recovery (An. of Surg., May, 1912). J. C. Blood- 
good, Baltimore. 

Exaggerated Lordosis in the Adult (N. Y. Med Jour., Apr. 27, 
1912). J. J. Nutt, New York. 

Exploratory Laparotomy (South. Med. Jour., May, 1912). C. W. 
Allen, New Orleans. 

Fibrous Atrophy of the Parotid Gland, with Especial Reference to 
the Treatment of Salivary Fistula (Surg., Gyn. and Obst., May, 
1912). D. Tait, San Francisco. 

Fractures, Recent, Operative Treatment of (Jour. M. A. Ga., May, 
1912). F. K. Boland, Atlanta. 

Fractures, Treatment of (Jour. A. M. A., May 4, 1912). M. L. 
Harris, Chicago. 

Fractures, Treatment" of, by the Open Method, with Report of Eight 
Cases (Med. Herald, May, 1912). A. Poorman, Kansas (Tit v. 

Gallbladder Infections and Gallstones from a Study of 100 Cases 
(Jour. Ind. S. M. A., May 15, 1912). M. A. Austin, Ander- 
son, Ind. 

Gonorrheal Arthritis (Bost. M. and S. Jour., May 16, 1912). J. 
VV. Sever, Boston. 

Female Perineum from a General Surgeon's Point of View (Jour. 
A. M. A., May 18, 1912). R. T. Morris, New York. 

Harelip, Artistic and Mathematically Accurate Method of Repairing 
the Defect in Cases of (Surg., Gyn. and Obst., May, 1912). 
J. E. Thompson^ Galveston. 

Hematuria of Nephritis and Renal Papillitis from a Surgical Stand- 
point (Am. Jour. Urol., May, 1912). B. S. Barringer, New 
York. 

Hysterectomy, Choice of Technic in (Calif. S. Jour. Med., May, 
1912). J. H. Barbat, San Francisco. 

Influence of Stricture of the Urethra on the Development of Hyper- 
trophic Changes in the ProsUte (Lanc.-Clin., Apr. 27, 1912). 
H. Cabot, G. G. Smith, Boston. 

Intestinal Obstruction Due to Gallstones (An. of Surg., May, 1912). 

F. Martin, Baltimore. 

Intestinal Stasis, Surgical Treatment of (Interst. Med. Jour., May, 
1912). J. Y. Brown, St. Louis. 

Ischemic Paralysis and Contracture of Volkmann; Further Ac- 
count of a Previously Reported Case of (Jour. A. M. A., May 
11, 1912). C. A. Powers, Denver. 

Juxta-Epiphyseal Fracture of the Upper End of the Humerus (Med. 
Rec., May 4, 1912). F. H. Albee, New York. 

Knee-joint Tuberculosis in the Adult (Denv. Med. Times, May, 
1912). L. W. Ely, Denver. 

Lateral Curvature of the Spine, Correction of (N. Y. Med. Jour., 
Apr. 27, 1912). E. G. Abbott, Portland, Me. Also D. D. 
Ashley, New York. 

Lateral Curvature of the Spine (Scoliosis). Analysis of 2,000 Con- 
secutive Cases (Brit. Med. Jour., Apr. 20, 1912). P. B. Roth, 
London. 

"Lc Rheumatism Tuberculeux," Poncet (An. of Surg., May, 1912). 
H. H. M. Lyle, New York. 

Ligature Material and After-Treatment of Surgical Cases (South. 
Med. Jour.. May, 1912). H. T. Inge, Mobile. 



Local Anesthesia in Hernia Operations (South. Med. Jour., May, 

1912). W. T. Henderson. Mobile. 
Local Anesthesia in the Operative Treatment of Anorectal Diseases 

(Northw. Med., May, 1912). £. H. Brown, Portland, Ore. 
Myoma Heart (Am. Jour. Surg., May, 1912). C. C. Barrows, New 

York. 
Nephroptosis, Symptoms and Treatment of (Indianap. Med. Jour., 

May, 1912). T. C. Kennedy, Indianapolis. 
New Decompression Operation for the Brain (An. of Surg., May, 

1912). W. H. Hudson, Atlanta. 
Non-Tuberculous Joint Disease, Local Surgical Procedures in (111. 

Med. Jour., May, 1912). E. H. Ochsner, CHiicago. 
Obstruction of the Bladder Neck Other than Senile (.\m. Jour. 

Derma t.. May, 1912). J. MacMunn, London. 
Obstructive Prostatitis (Lanc.-Clin., May 18, 1912). G. F. Mc- 

Kim, Cincinnati. 
Old Intracapsular Fracture of the Hip-joint, Treatment of (N. OrL 

M. and S. Jour., May, 1912). E. S. Hatch, New Orleans. 
Ortho|>edic Defects and Rickets (Bost. M. and S. Jour., Apr. 25, 

1912). J. E. Goldthwait, Boston. 
Pancreas, Surgical Diseases of (Surg., Gyn. and Obst, May, 1912). 

M. H. Richardson, Boston. 
Penetrating Wounds of the Abdomen (Ohio S. Med. Jonr., May, 

1912). F. Fee, Cincinnati. 
Perforating Duodenal Ulcer, with Report of Case (Tex. S. Jour. 

Med., May, 1912). A. L. Folson, Dallas. 
Peritonitis (South. Med. Jour., May, 1912). R. A. Barr, NashvUle. 
Periurethral Complications of Stricture (Jour. A. M. A., Apr. 27, 

1912). M. Silverberg, San Francisco. 
Persistent Pain of Organic Origin in the Lower Part of the Body. 

the Treatment of, by Division of the Anterolateral Column of 

the Spinal Cord (Jour. A. M. A., May 18, 1912). W. G. 

Spiller, £. Martin, Phila. 
Pharyngeal Insufflation, a Simple Method of Artificial Respiration 

(Jour. A. M. A., May 11, 1912). S. J. Meltzer, New York. 
Possible Dangers of the Vertical Rectus Incision (Jour. A. M. A., 

May, 1912). M. F. Porter. Fort Wayne, Ind. 
Postoperative Anuria, Prophylaxis and Treatment of (Am. Jour. 

Urol., May, 1912). £. O. Smith, Cincinnati 
Pott's Disease of the Spine, a Further Report of an Operation 

for (An. of Surg., May, 1912). R. A. Hibbs, New York. 
Precise Relationship of Cystocele, Prolapse and Rectocele, and the 

Operations for their Relief (Brit. Med. Jour., Apr. 13, 1912). 

W. E. Fothermll, Manchester. 
Preservation and Restoration of Tendon Function (Tex. ^. Jour 

Med., May. 1912). W. L. Brown, El Paso, Tex. 
Prolapsus of the Uterus with Attendant Cystocele and Rectocele, 

Treatment of (N. Y. Med. Jour., May 18, 1912). J. R. Goffc, 

New York. , 
Resection of the Posterior Spinal Nerve Roots for Spastic Paralysis 

(Northw. Med., May, 1912). E. Viko, Salt Lake City. 
Retroperitoneal Tumors and Intraligamentary Pregnancy (Buf. 

Med. Jour., May, 1912). J. M. Lee, Rochester. 
Retroversion of the Uterus Treated by Gilliam's Round Ligament 

Ventrisuspension. With an Analysis of 100 Consecutive Cases 

(Brit. Med. Jour., Apr. 18, 1912). F. Ivens, Liverpool. 
Rotary Lateral Curvature of the Spine; Report of Results Obtained 

(N. Y. Med. tour., Apr. 27, 1912). C. Ogilvy, New York. 
Rupture of the Kidney in Children (.A,m. Jour. Med. Sc., May, 

1912). C. L. Gibson, New York. 
Rupture of a Pyosalpinx as a Cause of Acute Diffuse Purulent Peri- 
tonitis (Surg., Gyn. and Obst., May, 1912). W. M. Brickner. 

New York. 
Secondary Parotitis Following Operations for Appendicitis, with a 

Report of Two Cases (Surg., Gyn. and Obst., May, 1912). J. 

Frank, Chicago. 
Senile Hypertrophy of the Prostate Gland, Pathology, Related 

Symptoms and Indications for Treatment (Am. Jour. Dermat., 

May, 1912). W. Griess, Cincinnati. 
Shock, the Mechanism and Treatment of (Brit. Med. Jour., .Apr. 

27, 1912). H. T. Gray, London, L. Parsons, Birmingham. 
Skin Cancers About the Face, the Treatment of (Med. Sent., May, 

1912). P. T. Payne, Portland, Ore. 
Skin Grafting. Methods of (West. Med. Rev., May, 1912). F. B. 

Hollenbeck, Lincoln, Neb. 
Spinal Curvature, Treatment of (Calif. S. Jour. Med., May, 1912). 

J. T. Watkins, San Francisco. 
Surgery of the Bilary Passages, Some Observations upon (Surg., 

Gyn. and Obst., May, 1912). G. E. Brewer, New York. 
Surgical Anesthesia (N. Y. Med. Jour., May 11, 1912). R. H. Fcr- 

^uson, East Orange, N. J. 
Surgical Diseases of the Upper Abdomen, Consideration of (Jour. 

M. S. N. J.. May, 1912). L. J. Hammond, Phila. 
Suture of Bullet Wound of the Lung, with a New Method of Clos- 
ing Pleural Defects (Lanc-Qin., May 11, 1912). J. Ranso- 

hoff, Cincinnati. 
Tendon Transplantation and Silk Inserts (Jour. A. M. A., May 11, 

1912). J. W. Sever, Boston, 
llianatology. A Questionnaire and a Plea for a Neglected Study 

(Jour. A. M. A., Apr. 27, 1912). R. Park, Buffalo. 
Torsion of the Kidney; Report of Two (^ses with Operation (Am. 

Jour. Dermat., Mav, 1912). H. Lilicnthal, New York. 
Uterine Hemorrhage, Notes on, with Special Reference to the 

Abuse of the Curette (Lancet, Apr. 27, 1912). B. Whitehouse, 

Birmingham. 
Uterine Prolapse, the Treatment of (St. Paul. Med. Jour., May, 

1912). W. A. Dennis, St. Paul. 
Vaginal Cesarean Section and its Limitations, Particularly in 

Echimpsia (Am. Jour. Obst., May, 1912). G. W. Kosmak, New 

York. 
Vaginal Hysterectomy for Uterine Fibromata, Series of One Hun- 
dred Cases of (Bost. M. and S. Jour., May 2, 1912). C. G. 

Cumston, Boston. 
Vaginal Hysterotomy in the Late Months of Pregnancy (Am. Jour. 

Obst., May, 1912). R. W. Lobenstine, New York. 
Volvulus of the Spermatic Cord (Lancet, Apr. 20, 1912). A. A. 

McConnell, Dublin. 
Wiring of Otherwise Inoperable Aneurisms (An. of Surg., May, 

1912). J. M. T. Finney, Baltimore. 
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ACUTE LYMPHANGITIS. 

W^'m. Pearce Coues, M.D., Boston. 

Surgeon to the Boston Dispensary, Instructor in Clinical 
Surgery, Tufts College Medical School. 

The diagnosis and treatment of this affection, 
many of the cases of which seem on the border line 
between dermatology and surgery, will always have 
a keen interest for the surgeon, dermatologist and 
general practitioner. 

The skin has been aptly likened to a lymphatic 
sponge by Darier. When we consider the arrange- 
ment of its lymph spaces and the frequent trauma- 
tisms that the extremities are subject to, the won- 
der is that acute lymphangitis does not follow oft- 
ener than it does. Most of the authoritative books 
give but a cursory description of the process and 
likewise of its treatment. 

Anatomical Considerations, If we consider brief- 
ly the anatomy of the lymphatic system before tak- 
ing up the patholog}' of lymphangitis, we find that 
the beginning of the system is in shallow channels 
in the derma called lymph spaces. 

According to Peirsol,* the lymph capillaries are 
entirely separate from the lymph spaces, arising 
from a capillary net work, the whole system being, 
in fact, a closed one except for its communicat- 
ing with the subclavian vein. 

The lymphatic vessels contain a clear fluid, the 
lymph, in which are suspended the lymph corpus- 
cles or lymphocytes. The lymphatic vessels re- 
semble veins much more closely than arteries, their 
walls being thinner and having only a single layer 
of endothelial cells. In the skin there are two lay- 
ers of lymphatics, both being confined to the true 
skin. 

Pathology, In the acute form of lymphangitis of 
the skin a previous traumatism is almost always 
present. Sometimes it may be so slight as to be 
unnoticed. It may have entirely healed. In some 
few cases no traumatism or minute septic focus can 



be demonstrated by the most searching examination. 
Undoubtedly infection has taken place in these cases 
by direct absorption through a hair follicle, or di- 
rectly into a lymph space, the original puncture 
leaving no more trace than does the sting of the 
mosquito. 

It is important clinically to differentiate: (i) 
acute reticular lymphangitis, inflammation of the 
reticular or mesh lymphatics, and (2) acute tubu- 
lar lymphangitis, inflammation of the large tubular 
trunks. We must further decide whether the 
lymphangitis is (a) primary, or (b) secondary to 
some acute suppurative process more or less ex- 
tensive. 

I have seen a number of the cases of the first 
class, i. e., where absolutely no inflammatory or sup- 
purative trouble was present and no infecting atrium 
demonstrated. 

According to Coplin,^ the affection is commonly 
suppurative in character, as it is usually due to some 
pus-producing organism. This is not in accord with 
my clinical experience. Coplin distinguishes forms 
where an inflammatory process is in the cellular 
tissues or passes beyond, inwards through to the 
true lymphatic vessel. He explains the broad lym- 
phatic streak, broader than the vessel itself, by the 
accompanying peri-lymphangitis, dilatation of 
bloodvessels, and edema. 

Microscopic examination of one of these inflamed 
lymphatic vessels demonstrates many leucocytes, 
cocci, more or less abundant, and swollen epithelial 
cells; vessel thrombosis may or may not be pres- 
ent. 

Streptococci have been the organisms most com- 
monly associated with lymphangitis. The patho- 
logic process varies in intensity naturally with the 
severity of the infection. It may be so severe as 
to overwhelm the individual and destroy life with 
great rapidity. In other cases the infection may be 
mild and promptly yield to proper treatment. It 
is interesting, especially with students, to find the 
primary infective site when present, make a smear 
from this, and demonstrate streptococci in the pus. 
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Reticular Lymphangitis. In this condition 
there is present a flat, reddened, painful cutaneous 
area of rather sudden appearance, slightly edema- 
tous, not glazed or shiny, with or without an infect- 
ing lesion demonstrated, often merging into (2) the 
tubular variety, reddened streaks running toward 
the trunk from the extremities, more or less indu- 
rated and cord-like, associated with more or less 
edema and swelling, tenderness and pain of the ex- 
tremity or other part affected. 

Diagnosis. Most important is it for the surgeon 
to determine definitely whether the lymphangitis is 
**pure" or secondary to and attended by suppura- 
tive processes, deep or superficial. To my mind 
this is one of the most difficult points to settle. The 
"tactus eruditus" with the history will mean much 
in coming to a correct conclusion. 

When one is confronted with a reddened, matted, 
indurated area, occupying one-half the posterior 
surface of the thigh, from the knee up, with lym- 
phangitis streaks running up from it, it is difficult 
to tell whether pus is present or not. The leuco- 
cyte count may help. The temperature is not of 
much value. It will be high at the beginning of 
the lymphangitis very likely. The absence of fever 
does not mean absence of pus, localized from a more 
diffuse inflammation. As a rule, the matting in 
lymphangitis gives rise to a different feel than that 
of indurated areas over deep pus, at least to the 
educated touch. It seems more in the skin; red 
areas appear and disappear, it may be in a few 
hours' time. There is an obscure sense of fluctu- 
ation in these areas, due perhaps to serum, which 
is very confusing. When in doubt incise into the 
seemingly fluctuating point, but never carry the 
incisions above the line of infection. 

Treatment. As a rule, in the general run of cases 
no surgical trouble yields more promptly to proper 
treatment than acute lymphangitis; this of course 
means cases of pure lymphangitis without compli- 
cations. "The endocardium or pleura may be the 
seat of metastasis from lymphangectatic foci, and 
the infection may become general from phlebitis or 
peri-phlebitis.'' Keene.^ 

Rest, physiological rest to the body and to the 
part affected is the sine qua non of treatment. 
Scrupulous disinfection of any focus of infection 
found must be made. Any suppurative areas must 
be opened. It is absolutely important in incising 
these to keep within the limits of the cavity and 
not open up lymph spaces proximal to the inflam- 
matory process. Other than this, incisions are pos- 
itively contraindicated. Each case of lymphangitis 
of the extremities should be treated as if it was a 



fracture and the extremity supported by proper 
splints in the same manner. 

Thus rest, absolute, will help to localize the in- 
fection, hot compresses to increase and improve the 
circulation, and together assist nature in throwing 
off the infection and limiting the spreading and mul- 
tiplication of cocci, the usual cause of the trouble. 

The following are illustrative cases : 

Acute Recurring Lymphangitis of the Foot and 
Leg. This case is of interest from the fact that the 
identical process occurred three times in the same 
place at widely separate intervals, cocci probably 
lying dormant in the lymph spaces or vessels till 
some traumatism, pressure of a boot, blow, or 
other cause, started up the infection again. 

A well developed and nourished young man, with 
no venereal history, was seen in December, 1908. 
There was no rheumatic history, no history of trau- 
matism to the foot, which was the seat of trouble. 
In the afternoon examination showed a diffuse 
patch of redness as large as half the palm, which 
had appeared rather suddenly. It was painful to 
pressure, the toes were slightly swollen; there was 
no septic lesion or wound of any kind discovered 
on the foot ; there was no fluctuation. The tempera- 
ture was 97.8, pulse 80. The ankle was hot and 
swollen. Flexion and extension of the foot were 
slightly painful. The throat was slightly reddened. 
The foot was immobilized as well as possible and 
a large hot gauze dressing applied. At 6 p. m. there 
was a sudden chill; then the patient felt hot and 
uncomfortable. The temperature was 102, the pulse 
100. The patient's looks had changed. His face 
was haggard and he had the appearance of an acute- 
ly sick man. The foot was very tender, the tender- 
ness not absolutely localized. The inguinal glands 
were enlarged and tender. The dorsum of the foot 
was exquisitely tender to pressure over a reddened 
area, size as described before, except that it was 
more oval and extended upward. The patient was 
sent to the hospital. Here a tiny abrasion was found 
between the toes, but it did not seem to me, or to 
the surgeon who saw the case with me, that this 
was the cause of the trouble. The foot and 1^ 
were enveloped in hot moist gauze, wrung out in 
epsom salt solution, and immobilized in a pillow 
splint. Next day a note was made that the foot 
was less tender to the touch and the glands less 
painful also. There was very slight redness over 
the internal malleolus and little toe (lymphangitis 
areas) ; slightly more tenderness sharply localized 
on the dorsum of the foot; induration and cord- 
like lymphatics at this place. The reddish area over 
the internal malleolus and little toe increased, and 
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a red streak appeared directly across the sole of the 
foot. In one week subsidence of the symptoms took 
place and patient left for his home with a slight 
cord-like lymphatic still persisting, but practically 
well. Uneventful recovery. 

Nine months after this the patient had a pre- 
cisely similar attack, and again some months after- 
ward a third one. This time the lymphangitis 
spread well up over the thigh, and he was sicker 
than at any other time. Perfect health at the pres- 
ent time, months after the third attack. 

Secondary Lymphangitis. Pyhaubert* reports the 
following interesting case of secondary lymphan- 
gitis in a boy treated with success by a fixation ab- 
scess. 

The patient, fourteen 'years of age, entered the 
hospital. He had a phlegmon of the hand of three 
months' duration and the x-ray showed that there 
was an osteitis of the fourth right metacarpal bone. 
After removal of this bone and of the correspond- 
ing finger healing was rapid, and just when it 
seemed complete the patient was suddenly seized 
wnth vomiting and headache and a temperature 
reaching 40 degrees C. the second day. At the same 
time the hand grew very red and rapidly edematous, 
and the fingers and the wrist presented an aspect 
of extreme elephantiasis. Under the influence of 
antiseptic baths continued day and night the tem- 
perature gradually came down, but the local con- 
dition had not changed fifteen days after its begin- 
ning, except for the appearance of a tubular lym- 
phangitis very well marked up to the region of the 
axilla. On the fifteenth day Pyhaubert made a fix- 
ation abscess with essence of turpentine, in the first 
interosseous space on the dorsal aspect, subcuta- 
neously. There was elevation of temperature of 
one degree; a large amount of pus was found at 
the site of injection. Incision on the third day. 
Two days afterwards the hand and forearm had 
returned to their normal size. The tubular lym- 
phangitis of the arm had disappeared. 

Gangrenous Recurrent Sub-mammary Lymphan- 
gitis, Dubar* reports the following interesting case : 

A woman of sixty-five years entered his service 
in November, 1894, complaining of intense pain in 
the left breast and of inability to lift the left arm. 

Examination showed a large reddened area under 
the breast and the border of the pectoral, the size 
of two palms. This plaque was indurated and 
slightly edematous. The skin around it had lost 
its suppleness. It was rigid and appeared to be a 
part of the structures immediately beneath it. In 
the center of the plaque was an area of 4-5 cm. 
circumference, grayish-red in color, softened with- 



out actual fluctuation. From the indurated plaque 
under the border of the great pectoral extended a 
hard cord-like mass. The left breast was healthy ; 
there was no induration about it. The arm and 
forearm showed nothing remarkable. The woman 
had always enjoyed excellent health; no excoria- 
tion or wound on the thorax was found. Fifteen 
days before entrance she had made a small acci- 
dental wound on the dorsal surface of the index 
finger of the left hand. The next day she acci- 
dentally struck this spot a severe blow. The finger 
became blue, then yellow, without showing a sec- 
ond wound from the blow. Examination of the 
finger showed a slight scar on the dorsal aspect of 
the second phalanx, still slightly inflamed. No care 
had been taken of these different lesions, and with- 
out Dubar's questioning they would not have been 
discovered. The week following these injuries there 
was no redness of the hand or arm, but stiffness 
in executing movements and a little pain in the 
axilla (left). She began then to feel sick, but her 
appetite was good. The next week she was sicker. 
It was hard for, her to lift the arm. There was 
burning and a lancinating pain in the left side of 
the chest which brought her to the hospital. 

The day after her entrance the skin at the center 
of the plaque showed a fluctuating spot containing 
reddish-gray Ifquid. The next day several gray 
gangrenous spots appeared in the neighboring tis- 
sues. An incision, 3 cm. long, evacuated some fetid 
pus. At the bottom of the incision a big **pacquet" 
of dead tissue intimately connected with the deep 
tissues of the chest wall was found. Two days af- 
terwards there was no improvement. A larger in- 
cision was made, much pus, extremely fetid, evac- 
uated, and long and thick pieces of dead tissue also 
removed. Next day there was great improvement 
in all the symptoms. The cicatrization of the de- 
fect went on well except that at the external angle 
of the wound there was induration. From here a 
serous liquid (cutting lymph radicles?) was dis- 
charged daily. Near this place was a large indu- 
rated axillary gland. December 16, the woman was 
discharged ; the wound cicatrized ; all that remained 
was a swollen axillary gland, not tender to the 
touch. 

This case, Dubar remarks, was one of much in- 
terest — Si rare lymphangitis, gangrenous in form, on 
the chest wall, from an infected wound of the fin- 
ger. The septic lymph, after having traversed the 
lymphatics of the arm and axilla without causing 
trouble, accumulated and engorged the axillary 
glands; but for some unaccoutnable reason (per- 
haps the obstruction to the course of the lymph by 
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the much engorged and indurated glands) this sep- 
tic lymph on arriving at the lymphatic ganglia took 
a retrograde course in the vessels to the sub-mam- 
mary lymphatic reservoirs. Similar cases have been 
reported, says Dubar. 

Velpeau* reported enlarged axillary glands and 
a vast abscess of the right breast from ulcerated 
lesions of the finger tips. As a sign of the recur- 
rent march of the process a cord of indurated lym- 
phatics was traced from the breast to the axilla. 

Conclusions : 

Acute lymphangitis is a subject well worthy of the 
surgeon's thought. A patient with this trouble har- 
bors possibilities for most profound systemic dis- 
turbance. 

Absolute rest and immobilization of the part af- 
fected is the most important treatment, as of a frac- 
ture. 

Lymphangitic glands (irritative) should never 
be incised ; they swell up on account of the poison 
(septic lymph), act as barriers -to it, and their re- 
moval may flood the individual with a disastrous 
infection. 

The simple cases almost invariably get well with- 
out incisions, which are rarely indicated ; pus infec- 
tion is not a common complication in the primary 
form. 
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FRACTURES AND THEIR TREATMENT. 

By A. W. CoLCORD, M.D., Clairton, Pa. 
(Continued from June Number) 
Treatment. 
The various therapeutic measures in treatment, 
many of which have been already described, may 
be discussed under the heads: 
L Reduction, 
n. Retention, 
in. Mobilization and Massage. 
IV. Open (operative) Treatment. 

V. Treatment of Complications. 

VI. After-Treatment. 

I. — Reduction. 
Let it be stated, first, that a broken bone does not 
naturally stay in a position of displacement; that 
its natural position is the correct one; that there 
must be some unusual causes that act to displace 
fragments and keep them in a wrong position, and 



that if we can find these causes and remove them, 
reduction will be easy, often spontaneous, and re- 
tention simply a matter of rest in the correct posi- 
tion. These causes are: 

1. The original violence causing displacement. 

2. Muscular spasm. 

3. Swelling, extravasation of blood and serum. 
. 4. Interposed soft parts. 

5. Attached periosteum with rough, jagged 

ends of bone interfering with reduction. 

6. Gravitation. 

7. Wrong position of the limb. 

I. Muscular Spasm. — This is the most important 
obstacle in the reduction of fractures and has al- 




Fig. 2. 



Diagram ot aiacondyiar fracture of humerus with posterior 
displacement, showing stripping of periosteum. 



ready been discussed. When muscles are relaxed, 
reduction should be easy, nearly painless, and should 
be free from the rough injurious methods still used 
by some surgeons. 

2. Swelling, — This may be a cause of displace- 
ment if not evenly distributed about the fragments, 
though it is relatively unimportant. It is best treat- 
ed by rest, position, accurate reduction, snug splint- 
age and proper massage. The best time to reduce 
a fracture is immediately after it happens. Ever>' 
hour of delay renders it more difficult. If muscles 
are allowed to remain in a state of spasm several 
hours with the surrounding extravasation, they 
gradually become infiltrated and fixed in this con- 
dition. It is then almost impossible to stretch them. 
The swelling changes contour, obliterates bony 
landmarks, makes both diagnosis and reduction 
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more difficult, and leaves the surgeon in doubt as 
to whether he has secured accurate coaptation. 
However, if such a delayed case comes into your 
hands, it is best to— 

(a) Take an x-ray picture and see what work is 

before you. 

(b) Give an anesthetic, stretch out stiffened 

muscles and replace bones accurately. 

(c) Take an x-ray picture after reduction. 

(d) Explain to the patient and his friends- the 

difficulty in getting good results after such 

a delay. 
3. Attached Periosteum, — This not only makes 
reduction difficult, but when stripped up on one side, 
makes accurate reduction imperative. The perios- 
teum is an osteogenetic membrane, and, as the ac- 
companying drawing shows, makes a spate wide 
of the bone which will fill up with granulation tis- 



Fig. 3. Fracture of humerus showing displacement by gravita- 
tion. Taken four days after fracture. Internal angular splint first 
used for four days. Note angular displacement caused by weight 
of forearm. Change then made to large wedge-shaped pad from 
axilla to elbow with coaptation splint to arm, which was bound to 
body. Forearm free to move on elbow. Weight of forearm sup- 
ported on wi<*e sling from elbow to hand. Result: Good apposition, 
firm union, no apparent bony deformity, and excellent function. 

sue. This later becomes a part of the bony callus 
and adds much to the deformity and loss of func- 
tion. Such results are frequent in fracture of the 
lower end of the radius, or lower end of the hu- 
merus with backward displacement. 

4. Bony Fragments. — If jagged ends of bone be- 
come interlocked in displacement, this can be easily 
overcome after the muscles are relaxed by gently 




Fig. 



4. Pattern for Buchanan splint as kept made up and used in 
Mercy Hospital, Pittsburgh, Pa. 



pulling the ends apart and pushing them into place. 
In comminuted fracture, loose fragments may give 
trouble. Here an anesthetic may be necessary or 
even operative treatment. 

5. Interposition of Soft Parts. — This is often a 
very difficult matter to- overcome, and not only pre- 
vents accurate reposition of fragments, but renders 



retention difficult, and is said to be a frequent cause 
of delayed union or non-union. If it persists after 
all attempts at reduction, the fracture should be 
treated by the open method, provided the surgeon 
has the requisite skill and means at hand to do 
aseptic work. 
6. Gravitation. — The limb, after reduction and 




. Fig. 5. Drawing of Bradford table. .\, Shoulder support, 
^-inch steel bars. 11, Perinea, bar, 1-inch sDeel bar. C, Ankle 
grips, H*inch steel bars. 

splintage, should be so supported that the frag- 
ments are not again displaced by weight of the 
limb. The writer had one case of fracture of the 
shaft of the humerus where the weight of the el- 
bow and forearm kept the fragments pulled one- 
half inch apart, as shown by the x-ray, and it was 
necessary to support the elbow. The weight of the 
foot will tend to rotate the lower fragment outward 
in fractures of the leg or thigh, and the weight of 
the arm and shoulder drag downward, inward and 
forward the outer end of the fractured clavicle. 

7. Position of the Limb. — This should be such 
as to take all pull from the muscles and make 



Fig. 6. Photograph of Bradford table; view from above. 

the limb comfortable. In fracture of both bones of 
the forearm, place the limb midway between pro- 
nation and supination. This not only relaxes the 
muscles, but puts the bones farther apart and pre- 
vents fusion of the callus of both bones with con- 
sequent loss of rotation. An elevated position of 
the limb will often aid in reducing the swelling. In 
joint fractures where ankylosis is feared, we put 
the limb up in the position of greatest usefulness — 
"a straight knee and a crooked elbow." 
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In joint fractures the position of the joint will 
often assist in reduction. In those of the lower ex- 
tremity of the humerus acute flexion will usually 
pull the fragments into place and retain them. In 
Pott's fracture inversion of the foot is usually 
needed. 

As before stated, each case of fracture is a prob- 
lem in itself which cannot be solved by *'rule of 
thumb.'' Each, for its reduction, requires a knowl- 
edge of the anatomy of the part, of the patholog)' 
of fractures, of mechanics and good "surgical horse- 
sense." 

I wish, once more, to emphasize the importance 
of gentleness in the reduction of fractures. The 
soft parts have been injured enough already with- 
out the surgeon adding to the injury, and the pa- 
tient has suffered pain enough. 

Have splints ready and padded before reduction 
is made, and hold the fragments accurately in po- 
sition while an assistant applies them. If possible, 
take an x-ray picture to see whether the fracture 
is properly reduced. In fractures of forearm I 
prefer to have the patient sit beside a small table 
with the forearm lying on it. An assistant is at 




Fig. 



Photograph of Bradford table; side view. 



hand to make gentle traction if needed. After re- 
duction is effected any movement of the arm may 
cause return of muscle spasm and displacement. 
Hold the arm on the table, keeping the bones in 
place while the assistant applies splints. In frac- 
tures of the leg, have patient lying on a table, oper- 
ating chair, or hard bed. 

In impacted fractures, do not break up impac- 
tion unless there is considerable bony deformity. 
Lucas-Championniere (Traitntent des fractures, 
p. 24) says: "Certain deformities which do not 
involve angular deformity or alteration of axis are 
to be left alone." 

Accurate reduction is all important, not only for 
the patient's good, but for your own peace of mind 
and reputation. Do not leave a partial reduction 
to be finished by splint pressure. Some evils of 
faulty reduction are: 



1. Pressure on bloodvessels, causing stasis and, 

later, hyperplasia, matting and stiffness. 

2. Pressure on nerves, causing pain and often 

permanent nerve injury. 

3. Stretching of periosteum, causing muscular 

spasm with later contracted muscles. 

4. Increased swelling with hard edema later. 

5. Large callus, increasing deformity. 

6. Sometimes fibrous union, delayed union, or 

non-union. 



Fig. S. Patient on Bradford table; femur splint applied. 

7. If near a joint, limitation of joint motion from 

wrong position of bony fragments. 

8. Shortening, if the ends of the bone overlap. 

9. Angulation. This alters the "bearing" of 

nearby joints, causing serious changes in 
joint surfaces, often requiring one or two 
years for the joint to adapt itself to the 
new kind of pressure. This fact is used 
by Mr. Lane as one of the strongest rea- 
sons for accurate anatomical results. 
10. Displacement of stripped periosteum with con- 
sequent enlargement of callus, above de- 
scribed. 



Fig. 9. Patient on Bradford table; leg splint applied. 

11. Permanent loss of function of soft parts, by 

catching of tendons^ muscles, fascia, liga- 
ments, bloodvessels- or nerves in the large 
callus. 

12. Unsightly bony deformity. ^ 1 
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11. Retention. 

The subject of retention has already received 
some consideration. There is yet to discuss splint- 
age. The objects of applying a splint are three : 

1. To hold bony fragments in position. 

2. To place the whole limb at rest. 

3. To stop pain and muscular spasm. 

I. Retention of Fragments, — ^The splint should 
be adapted to the work it is intended to perform. 
It should be long enough and strong enough to hold 
the fragments firmly in position. Failure to do this 
is to invite pain, spasm, exuberant callus, delayed 
union and deformity. This seems so obvious that 
it seems almost axiomatic, but in the writer's own 



Fig. 10. 



Fracture of middle third of femur, antcro-lateral view. 
(Dr. W. O'Neill Sherman.) 



observation it has been a frequent cause of failure. 
2. Rest. — The most important single remedy we 
have to restore a sick organ to health is rest ; whole 
volumes have been written on its uses. The writer 
believes that the more perfect the immobilization 
of the limb, the more rapidly will the injured parts 
recover. This may seem to disagree with what he 
still has to say about mobilization and massage, but 
the latter are therapeutic measures to be used under 
restricted conditions, at proper time, in proper ways 
and in correct dosage. Immobilize the joints above 
and below the fracture and put on the splint so it 
will exercise an even pressure, just firm enough so 
it will not cause pain or obstruct circulation. If 
this is done properly it will do much to stop pain 
and spasm. Lexer speaks of this eflFect of pressure 
in producing physiological rest. 



Fig. 11. 



Fracture of middle third of femur, lateral view. 
W. O'Neill Sherman.) 



(Dr. 



The writer keeps constantly on hand a set of 
clear white pine splints in the following dimensions 
and several splints of each kind : 

48 X 6 X 5-16. 

24 X 4 X 3-16. 

18 X 3 1-2 X 1-8. 



These can be made in any carpenter shop, in lots 
to suit, and are readily trimmed with pocket knife 
to sizes and shapes needed. Six-inch hardwood 
spatulas are used for fingers. These are padded as 
required with folded sheet wadding, held in place 
with bands of adhesive. In case of most fractures 
these wood splints are used during the stage of 



Fig. 12. Fracture of middle third of femur, treated with Lane 
plates. Antero-Iateral view. (Dr. W. O'Neill Sherman.) 

swelling — ^usually for four to eight days. They 
may either be continued during the whole treat- 
ment or changed later to sole leather, plaster-of- 
Paris, the copper Levis splint, or the woven wire 
splint of DuPuy, according to the nature of the 
case. I have had little experience with silica or 
starch splints, but believe them inferior to plaster- 
of-Paris. The lateral splint devised by Dr. Bu- 
chanan of Mercy Hospital, Pittsburgh, Pa., is a 
useful one in some fractures of the leg. This is 
made of two pieces of lint, cut to fit the side of the 
leg, extending four inches above the knee and to 
the base of the toes. Four to seven pieces of crin- 
oline are cut the same shape and into these plaster- 
of-Paris is rubbed with a spatula. These layers are 
tightly rolled, soaked a few seconds in warm water. 



Fig. 18. Fracture of middle third of femur, treated with Lane 
plates. Antero-postcrior view. (Dr. W. O'Neill Sherman.) 

and spread on one of the pieces of lint on a flat sur- 
face. The other piece of lint is placed on this, and 
the splint is laid against one side of the leg (if a 
compound fracture the first splint is applied to the 
well side), and a roller bandage applied. A similar 
splint is now put on the other side in the same way. 
In compound fractures the splint last put on may 
be removed for dressing of the wound without dis- 
turbing first one. Of course, this splint may be cut 
to fit any length of limb, may be made to come only 
to the knee if desired, and the principle can be ap- 
plied to arm fractures. 

The plaster case, or all-around splint, is familiar 
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to all. Under the plaster I use sheet wadding, torn 
two or three inches wide, rolled and applied like a 
roller bandage, or a ladies' wool stocking on the 
leg. There is little danger of getting the plaster 
too tight, as it expands when it takes on water of 
crystallization. It should be removed in two days 
to one week, either by cutting down the two sides 
of the leg or cutting the top and bottom. With care 
it will not break and can be reapplied during the 
whole treatment. I take out a section one-half inch 
wide from the top, to tighten it as the swelling 



Fig. 14. Fracture of middle third of femur, .\ntero-lateral view 
three months after operation. (Dr. W. O'Neill Sherman.) 

leaves the limb. After two weeks the portions used 
to immobilize the joints may be cut off from top 
and bottom, allowing free motion of the joints. 

Dr. C. L. Bradford of the South Side Hospital, 
Pittsburgh, Pa., has treated a series of cases of 
fractures of the femur with plaster-of-Paris, with 
excellent results. I give the important steps in his 
treatment : 

(i) Anesthetize to complete relaxation. 

(2) Put on the fracture table. 

(3) Reduce the fracture and keep the leg 

straight at the hip and knee. Accurate 
coaptation is important. 

(4) Apply the plaster bandage from the 8th rib 

to the toes, with strong spica over the hip. 

(5) Take an x-ray picture. 

(6) Leave it on three or four weeks. Then re- 

move and examine. 

(7) Reapply the plaster and keep it on till the 

leg is strong. 
He claims the following advantages: 

a. All muscle spasm stops as soon as the cast 

is applied, and the patient is comfortable 
from this during the whole treatment. 

b. Patient can be moved anywhere without dan- 

ger of displacing the fragments. The 
nursing is easy. 

c. There have been no cases of non-union, de- 

layed union, angulation or shortening. 

d. The function of the limb (except in cases of 

severe injury of the soft parts or septic 
cases of compound fracture) rapidly re- 
turns and is always good. 
I have seen a number of these cases and believe 



the treatment to be all that he claims. Much of his 
success in this work and in other fractures is due 
to th^ use of a table which he has devised, of which 
I have given you a description: It is made of 
two and one-half -inch plank, bound around the 
edges with steel straps. In it are five rectangular 
slits cut as in the diagram. These are also lined 
with steel straps. In these slide steel upright sup- 
ports for the body, adjustable as to height and to 
position, and are held in place by nuts on the under 
surface of the table. A steel **¥'' shaped support 
catches the heel like the old-fashioned boot-jack, 
which can make traction on the leg. Counter-trac- 
tion is made by the hooks in the arm-pits and the 
one-inch perineal upright bar, to which is attached 
the quadrant for supporting the sacrum. These 
steel supports are padded with clean gauze, and 
when on this table the patient is held firm, straight 
and comfortable while the plaster is applied to any 
part of the body desired. The accompanying cuts 
will illustrate this. 

I have gradually changed my views in regard to 
plaster-of-Paris in the past few years and am be- 
coming somewhat enthusiastic over its use. It takes 
ripe judgment to know just when to put it on, and 
much skill to know how. There are, no doubt, a 
few fractures where it may be used at the start, 
but I still cling to the pine boards for the early 
treatment. I believe the flat board splint is abso- 
lutely essential in fracture of both bones of the 
forearm, where we must keep the radius and ulna 
apart, where we can use the layer of muscles to 
push them apart and the interosseous membrane to 
keep them from separating too far. 

III. Mobilization and Massage. 
There has been a growing feeling among sur- 
geons, for the past ten or twenty years, that the 
treatment of fractures has not kept pace with other 



Fig. 15. Compound fracture of middle third of tibia and fibula 
(comminuted); lateral view. (Dr. W. O'Neill Sherman.) 

branches of surgery. Sir Alfred Pearce Gould re- 
marks : "The treatment of simple fractures is but 
little better or more successful to-day than it was 
a generation ago." Mr. Lane says: "The treat- 
ment of fractures, as it exists at the present, is a 
disgrace to surgical practice." 
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The bad results of treatment of fractures can be 
viewed from two standpoints. The one looks main- 
ly at bony deformity as a cause of loss of function. 
Mr. Arbuthnot Lane suggests as a remedy the open 
treatment of all fractures with stee» plate^ and 
screws applied to the fragments. He and his fol- 
lowers regard injury to soft parts as a matter of 
secondary consideration. The other standpoint 
looks mainly to the injury of soft parts, with the 
resultant stiffness, swelling, atrophy and dystrophy, 
as the cause of loss of function. Lucas-Qiampion- 
niere of Paris has for some years treated fractures 
by massage and mobilization with a view of pre- 
venting these permanent changes in the soft parts. 
American surgeons visiting his clinic return enthu- 
siastic in praise of his work. He begins at once, 
before reduction, with five to ten minutes of light 
stroking upward, along lines of muscle and veins. 
This, he claims, stops pain and muscle spasm, re- 
duces swelling, and makes reduction easy. This 
massage is continued daily for most cases, always 
keeping away from the point of fracture, always 
stopping short of producing pain, gradually increas- 
ing the pressure with each seance, and avoiding 
anything that will cause too much movement of 
fragments. 

Mennell in his book* describing this work, re- 
ports four hundred cases treated by these methods 
in a London hospital. He claims for the method : 

1. That it favors callus formation and hastens 

its ossification. 

2. That it stops pain and muscle spasm and re- 

duces swelling, restoring a healthy circula- 
tion to the limb. 



Fig. 16. Compound fracture of middle third of tibia and fibula. 
Detached piece devoid of periosteum. Lateral view. (Dr. W. 
O'Neill Sherman.) 



3. That it prevents the large deposit of scar tis- 

sue about muscle, tendon and nearby joints; 
i. e., prevents permanent stiffness, deformity 
and loss of function. 

4. That it shortens the period of disability. As 

soon as the bones are firmly united the limb 
is "ready to use." 

5. That while the treatment of bony fragments 

* The Treatment of Fractures by Mobilization and Massage. 
James B. Mennell. McMillen & Co., London. 



(reduction and retention) is important, it is 
not so important as the restoration of the 
soft parts. 
6. That changes in soft parts are mainly respon- 
sible for loss of function, and that the old 
method of prolonged immobilization is 
wrong in that it favors these changes, pro- 
longs their effects, and tends to make them 
permanent. 



Fig. 17. Compound fracture of middle third of tibia and fibula. 
Lateral view 8^ months aft«r operation. (Dr. W. O'Neill Sher- 
man.) 

The mobilization is begun soon after the frac- 
ture, in some fractures at once, in others three or 
four days after, and consists in movements of near- 
by joints, at first very slight, but increasing each 
day the range of motion. He emphasizes the fact 
that this is a therapeutic measure, powerful for good 
or harm, and must be administered at the right time, 
in the right way, and in the proper dosage. 

I have discussed, this method somewhat at length, 
because I am convinced that it has much in it of 
merit, and although we cannot share all the views 
of Lucas-Championniere, which seem to us some- 
what extreme, we can, at least, pay more attention 
to the restoration of function and introduce mas- 
sage and mobilization earlier in the treatment. In 
my opinion the changes in soft parts deserve more 
attention than they have heretofore received, and 
too long immobilization has been responsible for 
many of the bad results in fracture treatment. That 
there is a tendency among American surgeons to 
recognize this fact is shown by the late writings of 
a number. (See Clinics of John B. Murphy, sec- 
ond number; also article on fractures by J. Will- 
iam White, in a book soon to be published.) 

Perhaps the attitude of most American surgeons 
toward the views and methods of Lucas-Champion- 
niere can be best expressed in an extract from a 
letter from Albert J. Ochsner of Chicago: **For 
the average surgeon, I am sure that this would be 
a very unsatisfactory or even dangerous method to 
follow. * * ♦ These methods are extreme in 
so far as they can be carried out only by a genius. 
♦ * ♦ These ideas are not being generally ac- 
cepted and I am sure they will not be generally ac- 
cepted by American surgeons." 
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IV. Operative Treatment. 

Reference has frequently been made in this pa- 
per to the open treatment of fractures. There are 
several reasons why the successful operative treat- 
ment as a routine measure will be confined to a few 
men. The trauma of soft parts about a fracture 
lowers the vitality of the tissues and lessens their 
resistance to infection. This makes it impossible 
to get good results, except under the most perfect 
conditions of asepsis. 

To properly apply any device to a bone for fix- 
ation of fragments requires unusual mechanical 




Fig. 18. Good apposition without angulation. Note where axis of 
femur strikes knee-joint. 

skill, specialized instruments, and trained assist- 
ants. The surgeon must be a master of operative 
technic and can only learn to do this work well by 
long practice in a large clinic. 

Mr. Lane has done splendid work and gets ex- 
cellent results, but men of his skill and training are 
not plentiful. Most American surgeons take a 
more conservative view of the open treatment and 
prefer to operate only on those which : 

(a) Cannot be reduced by ordinary methods, 

(b) Cannot be retained in good position, 

(c) Are comminuted, 

(d) Have failed to unite with ordinary treatment, 

(e) Have persisting gross deformity, or any de- 

formity interfering with function. 
Dr. William O'Neil Sherman of Pittsburgh, Pa., 
has recently reported a series of seventy-six cases 
of open treatment with Lane's plates (Journal of 
the A. M. A., May 25, 1912). Some of these were 
my own cases and I have had an opportunity to 
watch the results. I present, through courtesy of 
Dr. Sherman, some plates illustrating his work. For 
details of this, the reader is referred to the above 
named article. 

V. After-Treatment. 
Reference has already been made. to the evil ef- 
fects of too long immobilization. No rules can be 
laid down for all fractures, nor for any particular 
one, but massage of soft parts and mobilization of 
nearby joints should be begun early. It should be 
gentle at first. In the ordinary CoUes' fracture I 
massage the forearm and hand and make passive 
motion of the fingers from the start. Movements 
of the wrist are begun about the fourth day and 



are continued every one or two days during the 
whole treatment. In the use of massage follow 
the suggestions of Lucas-Championniere, as to di- 
rection, gentleness and dosage. First passive joint 
movements are very slight and are increased slowly, 
attaining full range of motion in two or three 
weeks. In other fractures where bones are freely 
movable, greater care must be exercised in begin- 
ning either massage or passive motion. So much 
depends on the skill of the surgeon in employing 
this method that one surgeon cannot advise another 
when to begin it. I am resorting to massage earlier 
in fracture cases as I learn more how to use it. 

However, there comes a time in every fracture 
when massage and passive motion may always be 
employed with safety and benefit. This is when 
the bones are firmly united, but the soft parts have 
not fully recovered from stiffness, soreness and 
swelling. Then I believe good function will be 
hastened by hot air (the hyperemia of Bier) for 
twenty minutes, followed by twenty minutes of 
massage daily. This is especially true of fractures 
near joints where there is some form of ankylosis. 
Here electricity also will be of benefit. Do not keep 
joints immobilized too long above and below a 
fracture. Make early passive motion in them your- 
self and, as soon as safe, remove splints from joints 
and allow patients to use them freely. 

A Few Hints in Closing. 
I. The most frequent cause of delayed union in 
my experience is syphilis. Do not wait for non- 
union in these cases, nor trust the word of the pa- 
tient as to whether he has had the disease. Ex- 
amine the epitrochlear glands of every fracture pa- 
tient, and if you find them enlarged and find other 




Fig. 19. Good apposition, but 8 degrees of ansulation. Note 
where AB, axis of upper fragment of femur, stnlaes knee-joint, 
changing weight-bearing surface of joint CD, axis of lower fng* 
ment. 

evidences of syphilis, give appropriate treatment 
from the start. 

2. Treat any other constitutional disease you may 
find in a fracture case — ^g^ve the tuberculous cases 
fresh air treatment, the anemic ones iron and ar- 
senic, etc. 

3. Many patients will not endure the Sayre ad- 
hesive bandage in fractured clavicle. In these try 
the DuPuy woven wire splint. It is much more 
comfortable and produces results nearly as good. 

4. Do not spend much money on the various 
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Splints on the market. Use your ingenuity and make 
your own splints. 

5. In compound fractures observe the following 
order of procedure : 

(a) Remove clothing carefully — cut it oif. 

(b) Cover the wound with cotton or gauze, wet 

with 1 :2000 mercury bichloride or cyanide. 

(c) Scrub the hands (both surgeon's and assist- 

ant's). 

(d) Prepare splints and dressings. 

(e) Give an anesthetic if necessary. 

(f) Cleanse and shave the whole limb. 

(g) Examine the fracture. If necessary to in- 

sert the finger into the wound, use gloves. 
First cleanse the wound well. 

(h) Reduce while patient is still under the anes- 
thetic. Protruding ends of bone should 
be carefully cleansed before reduction. 

(i) Dress and apply splints. Many compound 
fractures may be dressed without drain- 
age. Carefully trim oif all severely 
bruised skin and soft parts, and use a 
small rubber tissue drain, if needed, for 
twenty-four hours. 

(j) Use as careful aseptic technic as in abdomi- 
nal operations. 




Fig. 20. AB, axis of upper fragment of femur. CD, axis of lower 
fragment. Poor apposition with lateral displacement of one-half 
width of bone, ^t axis of lower fragment is parallel to that of 
upper, and beannp^ of knee-joint is unchanged. There will be a 
much better functional result than in Fig. 19. 

I treat compound fractures of the fingers and 
hand with a constant wet dressing of Ochsner's 
fluid (alcohol, one part; saturated solution of boric 
acid, three parts) for several days. Here the woven 
wire forearm and hand splint of DuPuy is conven- 
ient. A large number of these cases have been 
treated in our service without any infection during 
the past three years. 

Murphy's method of treatment of compound 
fractures (summarized from Surgical Clinics of 
John B. Murphy, April, 1912) is as follows: 

1. The emergency surgeon must keep away from 
the wound, applying only a "primary conservative 
dressing." 

2. On arrival at the hospital any grease on the 
surface of the limb is cleaned away with benzin 
without letting any flow into wound. Then with- 
out removing the hair, the limb is soaked with tinc- 
ture of iodine. In children a tincture of half- 
strength is used. 



3. Fingers are never introduced into the wound, 
nor instruments, except to remove dirt or a piece of 
bone separated from its periosteum. 

4. No solutions of any kind are used in the 
wound. "Never wash, scrub, handle or touch the 
lacerated surfaces, either bone or soft parts." 

5. Protruding points of bone are taken off with 
chisel or bone forceps. 

6. Edges of skin are trimmed with scissors and 
forceps, removing contused portions so that they 
may be accurately coapted. 

7. The wound is sutured with horsehair, using a 
tension suture of silkworm gut if needed. No drain- 
age is employed. 

8. The wound is dressed with a large quantity of 
S per cent, moist carbolic gauze. 

9. Immobilize and place the limb in an elevated 
position. 

10. Do not remove dressings for primary eleva- 
tions of temperature during the first forty-eight 
hours ("fibrin temperature"). 

11. If the increased temperature continues dur- 
ing the second forty-eight hours (100 to 103), re- 
move the dressings and allow the wound secretion 
to escape, removing a stitch if necessary. Put on 
another gauze dressing. If the temperature goes 
to normal, keep this dressing on until the wound is 
healed. 

12. Never wire or plate a compound fracture. 
Wait until it has been converted into a simple frac- 
ture. 

13. Crushing injuries by direct violence are treat- 
ed according to the nature of the case. 



POSTOPERATIVE COMPLICATIONS AND 
THEIR TREATMENT. 

By James Allmond Day, M.D., Jacksonville, 111. 

After the completion of a surgical operation of 
major importance the surgeon has only just b^^n 
the most essential and many times the most difficult 
part of his task — the care and treatment of the pa- 
tient during a limited period subsequently. It is 
not during the course of the operation alone that the 
experienced surgeon is most concerned, as he real- 
izes that the gCfeatest danger to his patient exists 
after he has been removed from the operating table. 
The ability to recognize and differentiate post- 
operative complications as well as to prescribe the 
appropriate treatment is by far the most important 
attribute of the surgeon, and constitutes the greatest 
element necessary to success in surgery. There is 
no doubt but that many skillful operators often lose 
cases solely on account of their inability to recog- 
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nize and properly care for complications that arise 
shortly after operations. 

Greater skill and better judgment are required to 
properly diagnose, treat, and prognosticate post- 
operative complications than are necessary for the 
performance of the most technical operation. This 
skill and superior judgment can be acquired only 
through years of special training and actual expe- 
rience in surgical work. 

This being so, it is easy to see the absurdity of 
entrusting cases just operated on to an inexpe- 
rienced assistant, as is frequently done in hospitals 
by many of our busy surgeons. It is self-evident 
also that a knowledge of the condition that ex- 
isted during the operation, which could be known 
in any degree of certainty only to him who perform- 
ed it, is many times obviously necessary in order 
to anticipate and recognize the complications that 
may later arise in a given case. 

Therefore, it stands to reason that an injustice 
is being done a patient when he is deprived of the 
skill and special attention due him from the one 
who performed the operation and who was employ- 
ed to see him through such an important crisis. 
Of course, if the case should progress favorably 
from the beginning and nothing should arise to 
indicate serious complications, the subsequent treat- 
ment in most instances would be comparatively sim- 
ple and no great skill would be necessary to follow 
It up. Ordinary common sense rules for nursing 
postoperative cases would suffice. But unfortunate- 
ly many times we are suddenly confronted with 
unexpected emergencies, even in those cases that 
are apparently progressing favorably, and here 
skillful services are necessary to combat the con- 
dition. 

If, from the beginning, it is a serious and almost 
hopeless case, the skill of the surgeon is taxed to 
its utmost in order to prevent a fatal issue, and 
there is no doubt that there are many cases in ex- 
tremis which, when intelligently diagnosticated and 
promptly and appropriately treated, are saved from 
death; whereas, if they had been obliged to meet 
such a crisis under the care of incompetent and in- 
experienced persons, the chances would have been 
decidedly against them. 

No surgical case — it matters not how simple it 
may be — is exempt from the possibility of compli- 
cations, nor is there any time during the conva- 
lescing period when a patient is free from such 
contingencies. 

Complications may arise at any time, beginning 
with the very moment when the patient is removed 
from the operating table, and although the most 



common period for complications to develop is 
during the days immediately following the opera- 
tion, serious developments may occur many days 
remote from it. 

This IS further convincing evidence that those in 
attendance should be thoroughly competent and 
observing in order to recognize at any time the 
early symptoms of approaching danger. 

The numerous complications which may follow 
operations are of great diversity and varying se- 
verity. Some of the complications that arise might 
be more properly called "accidents," and it should 
be understood that under proper conditions these 
could have been prevented, such as avoidable in- 
fection, unnecessary exposure, improper prepara- 
tion, etc. The error through which they arose 
is obviously easily recognized, and what might ter- 
minate in a grave condition can often be brought 
to an abrupt end by prompt and appropriate treat- 
ment. The natural complications, or those without 
any known cause, which frequently follow opera- 
tions and which are apparently unavoidable, are 
usually of less importance to the surgeon in the 
way of treatment, as in most instances, like in many 
acute diseases, they follow a natural course and 
are self-limited. 

I would cite as examples of accidental compli- 
cations, as suggested above, those due to unsuitable 
or improperly administered anesthetic, foreign in- 
fections, incomplete or improper ligation of vessels 
with resulting secondary hemorrhage, insufficient 
or improper drainage, injury to viscera, careless 
handling and undue exposure of the patient during 
and shortly following the operation, etc., or condi- 
tions due to what might be termed "surgical blund- 
ers." 

As examples of natural complications, I would 
mention those due to predisposing causes peculiar 
to the patient himself and not directly due to sur- 
gical errors, such as syncope, shock, unavoidable 
hemorrhage (from special idiosyncrasies), embol- 
ism, extension of pre-existing infection, acute neph- 
ritis, gastro-intestinal disturbances, and the various 
thoracic and cerebral diseases. 

In a paper necessarily brief as this must be, it is 
impossible to discuss all the complications that 
may occur after an operation. I will, therefore, 
consider only those most frequent and dangerous 
which will include both the accidental and the nat- 
ural varieties. 

Dangerous complications may occur after an 
operation from a variety of causes acting singly or 
in combination. The most common and dangerous, 
given in the order of frequency and. severity, are 
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shock, hemorrhage, and the various gastro-intes- 
tinal postoperative disorders, such as acute dilata- 
tion of the stomach, intestinal paresis, and periton- 
itis. Later pulmonary and renal complications may 
develop. 

If shock is accountable for the trouble, it is likely 
to occur during the first few hours after an opera- 
tion, most frequently immediately following or 
even beginning during its performance, especially 
if it is prolonged and of a mutilating nature, which, 
as Crile has pointed out, produces exhaustion of 
the vasomotor center from long continued peri- 
pheral irritation. Operations in the region of the 
upper abdomen seem especially prone to produce 
this result. It is claimed that in rare instances 
shock does not occur for many hours after the oper- 
ation and may be mistaken for hemorrhage or 
other serious complications. The character of 
the etiological factor accountable for this secondary 
or "delayed" shock is still quite problematical, as is 
any form of shock for that matter, although some 
consider that it is the result of over-stimulation at 
the time of or shortly after the operation. One 
author blames hypodermic injections of strychnia 
administered by the over-anxious anesthetist for a 
*'pulse that is getting a little rapid," and claims 
that after the effect dies out shock results. 

For my part, I have never seen a case where I 
was satisfied that such a condition existed, and I 
believe (except in the aged and those of debilitated 
constitution, where exhaustion would be a better 
term to apply to it) that the symptoms arising and 
simulating shock late in an operative case can in 
most instances be accounted for in a more rational 
manner, namely, secondary or delayed hemorrhage, 
with its accompaniment, collapse, which probably, 
is often the real element that masquerades as de- 
layed shock. It is quite possible also that other 
obscure, serious and sudden accidents that produce 
:: profound impression on the central nervous sys- 
tem may be responsible for the condition, or it 
might be explained as the result of a rapid absorp- 
tion of some toxic substance which naturally crip- 
ples the respiratory and circulatory centers. 

The symptoms of postoperative shock — extreme 
depression of the nervous system, weak, acceler- 
ated, intermittent, irregular heart action, irregular 
respiration, extreme pallor of the lips and face, 
cold, clammy perspiration, anxious expression, sub- 
normal temperature, hebetude, etc. — are so familiar 
to surgeons that they require no detailed rehearsal. 
No single cause can be held accountable for the 
train of symptoms designated as shock which fol- 
lows a long continued serious surgical operation. 
It is the result rather of a combination of factors, 



viz., the anesthetic (quality and kind of drug and 
the method of administration), excessive hemor- 
rhage, long-continued and rough handling of deli- 
cate structures and organs, chilling of the body, and 
exhaustion of the nervous system due to the length 
of time spent necessarily in the operation. These 
are alike responsible for the prostration that follows 
such cases and which has popularly been termed 
shock. 

The mental and nervous element must not be 
lost sight of as a predisposing factor in the produc- 
tion of this state. Fear has always excited quite 
a strong influence as a predisposing cause in shock, 
and should be eliminated as much as possible from 
the mind of the prospective surgical patient for this 
reason. 

The milder cases of shock are characterized by 
the absence of the more serious symptoms above 
named, and are usually attended with nausea and 
vomiting, caused by hyperemia of the brain follow- 
ing the existing anemia, and when this occurs dur- 
ing the course of severe shock, reaction usually 
follows unless these symptoms are due to 
some serious accompanying gastro-intestinal com- 
plication or peritonitis. When reaction does occur, 
whether due to treatment or not, there is a gradual 
return of bodily warmth, the pulse becomes less 
rapid, stronger and of greater volume, the temper- 
ature approaches normal or may even go above this, 
consciousness and lost muscular power return. 

The prognosis depends upon the time and sever- 
ity of the shock as well as the diligence and intelli- 
gence of those in attendance. Some cases respond 
to no treatment whatever and gradually continue to 
a fatal termination. 

Hemorrhage is frequently an alarming complica- 
tion following an operation, and there is no doubt 
that it is often the obscure cause of death, espe- 
cially if it is concealed. Its cause is usually self- 
ev'ident to the surgeon who has operated, and in 
the majority of instances he is able to form an 
opinion as to where the bleeding vessel lies, realiz- 
ing as he does the possibility of certain ligatures 
having been imperfectly applied. Certain vessels 
may have been overlooked entirely, bleeding from 
which was temporarily checked through clotting at 
the time of the operation, or possibly they had re- 
tracted so as to be overlooked. The blood clots 
which temporarily prevent hemorrhage sometimes 
become dislodged, or a loosely applied ligature may 
become detached from efforts of vomiting or other 
violent movements of the patient after leaving the 
operating table. 

There are certain well-known constitutional causes 
also which predispose surgical cases to bleed- 
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ing, such as the various septic conditions which pro- 
duce softening and consequent dislodgment of the 
clot that closes the cut end of the vessel. Then 
there are those unavoidable hemorrhages that occur 
as the result of jaundice or hemophilia, which in 
many cases respond to no treatment whatever, or 
at least are very obstinate to manage. Secondary 
hemorrhage is not as common as it was in years 
past when septic infections of all kinds were fre- 
quent. We still encounter it occasionally, however, 
and aside from sloughing of the vessel from infec- 
tion the most common cause is premature absorp- 
tion or displacement of ligatures. The danger to 
life from hemorrhage depends upon its locality and 
the constitutional peculiarities of the patient, its 
severity, its rapidity of flow, and duration. If it 
is concealed, the symptoms are necessarily confus- 
ing, and many times are not easy to differentiate 
from those of shock. 

The prognosis in these cases depends upon the 
amount of bleeding that has taken place, the consti- 
tutional peculiarities of the patient, and the rapid- 
ity with which the hemorrhage is controlled. If 
the hemorrhage occurs in a hidden cavity good 
judgment is required to diagnosticate it, and the 
fate of the patient depends upon the vigilance of 
those in attendance and the speedy effort of the 
surgeon in seeking the bleeding vessels and ligating 
them. 

The symptoms of hemorrhage are often quite 
typical, but in that class of cases where concealed 
bleeding follows operations within cavities the diag- 
nosis can only be made by recognizing the charac- 
teristic symptoms of hemorrhage in general. Where 
drains have been inserted, allowing blood to exude 
through the wound, its presence is easily determined 
in the dressings. 

Hemorrhage frequently follows operations upon 
the stomach, bile passages, and intestines, and often 
the symptoms are obscure. The symptoms of inter- 
nal hemorrage in general are frequent fainting 
spells, extreme pallor, great restlessness, irregular 
sighing respiration, rapid, irregular, thready pulse, 
great thirst, and a disposition to be very alert and 
watchful. 

When hemorrhage takes place inside of the ab- 
dominal cavity the symptoms resemble those follow- 
ing rupture of a pus tube or extrauterine pregnancy. 
The abdomen in these cases is rigid over the seat of 
the trouble, and the rigidity gradually spreads over 
a greater territory as bleeding continues. There is 
usually tenderness on pressure and a certain degree 
of tympanites exists. As these symptoms are almost 



identical with those of beginning peritonitis, the dif- 
ferential diagnosis is made even more confusing. 

Sometimes when hemorrhage takes place inside 
of the intestinal tract the discovery can be made a 
few hours after its occurrence by finding blood in 
the stools or in the matter which has been vomited. 
This knowledge is frequently of little avail, how- 
ever, as the time intervening between the hemor- 
rhage and its recognition is usually so long that the 
patient is almost exsanguinated. 

Where no external signs of hemorrhage are appar- 
ent, it is impossible to make a positive differential 
diagnosis between this condition and septic peri- 
tonitis, especially if the bleeding is not sufficient to 
produce symptoms of marked general anemia. 

Hemorrhage and peritonitis may co-exist, 
although internal hemorrhage usually occurs right 
after the operation, while infection occurs several 
hours — twenty-four to forty-eight — subsequently. 
Still hemorrhage may also be delayed or produced 
directly by the peritaieal infection itself, and this 
being the case, the time of the appearance of the 
symptoms can be of little assistance in making a 
correct diagnosis. 

The importance of a differential diagnosis in 
these cases is obvious as far as the treatment is con- 
cerned for the reason that re-opening of the ab- 
domen and checking the bleeding must be done 
without delay, whereas if the symptoms resembling 
hemorrhage are due in reality to shock of some var- 
iety, the necessary violence produced by further sur- 
gical interference would be contraindicated and 
would unquestionably hasten the death of the pa- 
tient. 

Peritonitis, especially if it is general, is a most 
serious and almost hopeless complication that may 
arise after an operation, and any attempt to over- 
come it is probably futile. The matter of proper 
diagnosis, however, is important in order not only 
to differentiate it from other postoperative compli- 
cations but also in order to be able to define the 
extent of the peritoneal involvement. If a positive 
diagnosis of peritonitis can be made, the next ques- 
tion to decide is its extent and severity. It is im- 
portant also to decide whether it is due to infection 
of the peritoneum at the time of the operation itself, 
or whether brought about by some other indepen- 
dent pathological lesion, such as the various' forms 
of intestinal obstruction, perforation, rupture of 
intra-abdominal postoperative abscesses, etc. 

The etiology of peritonitis after operation, or 
any other form for that matter, is simple, being due 
in all cases, as modem research has shown, to some 
form of infection. The exact pathological organ- 
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ism that is responsible in a given case is of some 
importance, inasmuch as bacteria vary in their vir- 
ulence and, therefore, produce various degrees of 
intensity of infection. The differentiation between 
the various organisms would be of real value in the 
treatment and prognosis were it possible to identify 
them during life. 

Any infection of the peritoneum, no matter how 
benign, will cause different degrees of inflammation, 
and any form, when active enough to involve the 
greater portion of the membrane, will be followed 
by death. The peritoneum is exceedingly tolerant 
and is capable of withstanding a great amount of 
abuse. This has been repeatedly demonstrated when 
accidental perforating wounds by means of unclean 
missiles have occurred without producing periton- 
itis. On the other hand, it is quite true that very 
slight wounds may bring on this condition, and even 
under the most favorable conditions where the best 
of surgical technic has been practiced, peritonitis 
may develop. 

The diagnosis of postoperative peritonitis is not 
as a rule difficult, but the extent of the peritoneal 
involvement and the co-existing complications are 
often hard to clearly define. 

The usual and most prominent symptoms in a 
case of this form of peritonitis are more or less 
pain and usually slight vomiting, beginning early 
and small in amount. The vomiting later becomes ' 
more frequent, and the material vomited varies 
from light green to dark brown in color and may 
» be mixed with blood. It is often very offensive. 
The pulse is accelerated and becomes gradually 
more so, and finally is thready in character. Ab- 
dominal distention begins early and there is consid- 
erable rigidity and tenderness. The temperature 
is usually low, but there may be hyperpyrexia. In- 
testinal obstruction is as a rule present, preventing 
even the passage of flatus. The patient usually re- 
mains conscious to the last, but sometimes there is 
delirium or coma. There is always great restless- 
ness which grows more pronounced as the case pro- 
gresses toward its termination. These symptoms 
usually begin from twelve to twenty-four hours 
after the operation and last from two to four days. 
Peritonitis which develops within a few days after 
an operation is almost always fatal. 

Acute dilatation of the stomach, acute gastro- 
mesenteric ileus (or duodenal obstruction), and 
other forms of intestinal ileus are conditions that 
are occasionally met with shortly after surgical in- 
tervention, and although their etiology is dissimilar, 
the symptomatology is somewhat alike. They may, 
therefore, be discussed collectively for the purpose 
of brevity. 



Acute gastric dilatation and gastro-mesenteric 
ileus are so similar that it is almost impossible to 
diflFerentiate between them. In each, vomiting be- 
gins late, usually after post-anesthetic vomiting has 
entirely ceased for several hours, and the quantity 
expelled each time is great. The periods of vomit- 
ing are usually far apart and the act takes place 
with very little effort. The upper abdomen is very 
much distended, while the lower part remains nor- 
mal. Over the distended area there is considerable 
tympanites. The heart is displaced by the great 
distention of the stomach, and this accounts for the 
pronounced cyanosis, feeble heart action, and diffi- 
cult breathing. The temperature is usually normal, 
or nearly so. Rigidity and tenderness are not pres- 
ent as in peritonitis. The pulse is rapid and small. 
The bowels frequently move voluntarily, or respond 
easily to enemas. Reverse peristalsis is common, 
accompanied by stercoraceous vomiting. In a case 
I saw recently a high enema consisting of a combi- 
nation of oil, salts and glycerine was vomited in 
three to five minutes after administration, proof of 
which was obtained by observing the oil globules in 
the vomitus, no oil having been given by mouth. 
This occurred on two occasions. 

In postoperative ileus and similar conditions the 
lower abdomen is distended, very tympanitic, ten- 
der, and painful, and complete obstruction exists. 
The vomiting is more like that of peritonitis, is 
more persistent, and becomes fecal at an early per- 
iod. It may be difficult to differentiate this disor- 
der from acute peritonitis, but the pain is greater, 
there is increased intestinal peristalsis, and absence 
of fever, all of which are rather unlikely except in 
simple acute inflammation of the peritoneum. 

The symptoms of ileus differ to some extent, de- 
pending upon the particular variety of this compli- 
cation that exists — whether mechanical, septic, or 
paralytic. 

The prognosis of acute gastric dilatation and the 
similar condition, duodenal ileus, is grave, although 
cases are reported where patients were saved by 
appropriate treatment. If not recognized early and 
diligently and properly treated, however, these cases 
are nearly always fatal. 

The prognosis in intestinal ileus of other kinds is 
almost always serious, especially if there is no in- 
terference, and even so, it is generally fatah 

Postoperative pulmonary and renal affections 
comprise the majority of the most frequent compli- 
cations arising at greater or less remote periods 
after surgical intervention. Any of these compli- 
cations may take place any day after the operation 
and develop frequently when least expected. 

Lobular and lobar pneumonia, puUponary edema. 
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pleurisy, bronchitis, and like conditions, usually 
come on not later than the first week after an oper- 
ation. Hypostatic pneumonia, pulmonary infarcts, 
abscess, gangrene, etc., usually occur at a later per- 
iod. The diagnosis is easy, as a rule, as they pre- 
sent much the same symptoms as are found in non- 
operative cases. 

These affections, especially those that follow 
shortly after the administration of an anesthetic, 
are frequently due to the agent used, although prob- 
ably not so often as is generally supposed, as they 
often occur after a local anesthetic, or when none 
at all has been given. The extremes of life are most 
subject to these diseases as well as greatly debilitat- 
ed subjects, especially when they have weak limgs. 
The prognosis is usually favorable if no other se- 
rious complications are also present. 

Renal complications are not infrequent after op- 
erations and usually ensue within the first two or 
three days following. They are quite often caused 
by the anesthetic, for it is a well-known fact that 
both ether and chloroform are strong irritants to 
the kidneys. It is probable though that most cases 
of nephritis and allied conditions after operations 
where an anesthetic has been administered may be 
accounted for by the possibility of pre-existing dis- 
ease, or special dispositions or idiosyncrasies on the 
part of the patients. 

The symptoms existing in such conditions vary 
all the way from a mild uremia, with nausea and 
vomiting, headache, and slight decrease of the 
urine, to grave uremic poisoning with restlessness, 
convulsions, coma, and almost complete suppres- 
sion of urine usually resulting in death. 

I have attempted to only briefly discuss the most 
frequent and serious complications that may fol- 
low surgical intervention. The subject is too vol- 
uminous to consider in detail. The consideration 
of the various complications that arise in the wake 
of surgical operations is so complicated that limited 
space interdicts its detailed presentation. 

Generally speaking, drug treatment in all serious 
postoperative conditions is with few exceptions at- 
tended with very slight results, and like in the treat- 
ment of non-operative cases, the methods employed 
for relief are mostly speculative, and, I dare say, 
sometimes experimental. Occasionally some mode 
of treatment will apparently save the patient, how- 
ever, and great faith has been placed in various 
drugs and measures by individual surgeons when 
applied to a certain class of cases. 

Like in other diseased conditions, prophylaxis 
plays the most important role in treatment. Many 
of the above named complications and accidents 



could be prevented, no doubt, by careful and proper 
preparation of the patient for the operation. 
Equally careful investigation for the purpose of de- 
tecting pre-existing conditions which may contrain- 
dicate operative procedures is also very essential. 

There would be fewer complications following 
operations, I feel sure, if the above precautions 
were carried out, as well as by the observance of 
more care in the administration of the anesthetic 
and the selection of the most appropriate one in the 
individual case. The isjurious elements that sub- 
ject the patient to complications while unconscious 
from the anesthetic play their part in producing 
serious postoperative sequelae. 

lo-ii Morrison Block. 



A CASE OF HYDATIDIFORM CYST. 

By E. Rodney Fiske, M.D., Brooklyn, N. Y. 

The oldest statistics gathered by Madame Boivin 
of Paris made this disease a very rare one, being 
one in twenty thousand. Edgar has seen four cases 
in fifteen thousand, Williams one in about twenty- 
four hundred ; these probably being the most accu- 
rate statistics. This condition occurs more fre- 
quently in multiparae and develops in the first four 
months of pregnancy. The period of its inception 
determines the vitality of the fetus, for if it occurs 
in the earliest part of gestation the fetus is devital- 
ized and may entirely disappear through absorption. 
If, however, it occurs at a later period, there may 
be a full term pregnancy, but in any case the vital- 
ity and integrity of the fetus are severely affected. 

The disease was first described in 1565 by 
Schenck von Grafenburg, but was mentioned as 
early as the beginning of the sixth century by 
Aetius of Amida. The early authorities believed 
the cysts to be mature ova, and hence the stories of 
extraordinary multiple gestation such as that of the 
Countess Hyenau, with a record of three hundred 
and sixty-five embryos at a single labor. 

Velpeau and Madame Boivin first discovered the 
true nature of these cysts in 1827, when it was 
found to be a disease of the chorion. Virchow in 
1853 stated that it was a myxomatous degeneration 
of the chorionic villi. In 1895 Marchand proved it 
to be a change in the epithelia and not in the stro- 
ma. Both the syncytium and the Langhan's layer 
of epithelia undergo profuse and irregular prolifer- 
ation, penetrating Nitabuch's fibrin layer and the 
decidua. The process may extend into the uterine 
muscle. The bloodvessels of the terminal villi dis- 
appear and the stroma degenerates. 

The translucent vesicles formed in immense num- 
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bcrs are filled with a fluid resembling the liquor 
amnii; they vary in size from a pin's head to a 
plum and have the appearance of boiled tapioca. 

The mass may cover the whole area of the uter- 
ine cavity or only the placental site, the farmer 
when the disease occurs in the early months, the 
latter if the mole does not develop until after the 
placenta. In the first instance we have no fetus, 
in the second a fetus is possible. 

There is a possible relation of this disease to 
deciduoma malignum, which results from a malig- 
nant proliferation of the epithelial elements of the 
chorion, and this connection is probably dependent 
upon the completeness with which the proliferating 
cpithelia penetrate the stroma of the chorion. 

Incomplete expulsion of the mole may also de- 
velop a secondary deciduoma malignum. 

Etiology. — The cause is unknown, but probably 
the disease originates in the ovum and not the en- 
dometrium. A rare case of twin pregnancy with 
one normal fetus and one mole would indicate this 
origin. 

Diagnosis. — This can be positively made only by 
palpation of the cysts during a hemorrhage, with 
cervical dilatation. 

Cases of true hydatid cysts of the liver with peri- 
toneal extension and rupture of the cul-de-sac are 
very rare and they show the typical booklets of the 
echinococcus. 

The excessive size of the uterus, and when hem- 
orrhage has occurred, its so-called currant juice 
character help to make the diagnosis. 

Symptoms. — At first there are no characteristic 
changes beyond the usual signs of pregnancy, but 
later there are three characteristic signs : — 

1. An unusual uterine enlargement, far greater 
than the period suggesting hydramnios: 

2. Hemorrhage of an irregular character, small 
to profuse, with watery, dark reddish bloody dis- 
charge of a peculiar odor ; in my case, of a pungent 
character. 

3. A doughy feeling of the uterus with no definite 
outlines of the fetus and no fetal heart sounds. 

The hemorrhage may be frequent and profuse 
and one may be fatal. The cysts soon appear. 

There is also excessive nausea, vomiting, faint- 
ness, s)mcope, extreme exhaustion and pain, with 
renal insufficiency and albuminuria. The disease 
may involve the uterine wall and assume a semi- 
malignant character. 

Prognosis. — The outcome of the disease is a 
termination of the pregnancy in the fourth or fifth 
month, usually with a dead or destroyed fetus. The 
maternal mortality is thirteen per cent, due to hem- 



orrhage, sepsis or perforation. It is a serious affec- 
don in any light. 

Treatment. — ^The treatment indicated is imme- 
diate emptying of the uterus as soon as the diag- 
nosis is made. . j 
Case Report. i 

Mrs. H., aged thirty-four, primipara, presented 
herself with a history of pregnancy, January 26^ 
191 1 ; at that time she complained of nausea, the 
period being the end of the second month. The 
nausea became more and more severe and was at- 
tended with vomiting, and was soon followed by 
marked anemia and an increasing anasarca. The 
patient called attention to her unusual size, but 
nothing was suspected at the time. All her symp- 
toms increased in severity, and there were present 
marked albuminuria with general dropsy, great 
prostration, dyspnea and continued vomiting. The 
urinary examination showed no evidences of a par- 
enchymatous nephritis. 

Concluding that I had a nephritic toxemia to deal 
with, the patient was kept in bed and put on a milk 
diet with some improvement of her symptoms. 

Slight uterine hemorrhage of a few hours' dura- 
tion appeared, and on March 29, 191 1, a severe hem- 
orrhage occurred. An absolute prone position was 
now enforced without results. Vaginal examination 
showed no uterine contractions nor any dilatation. 
There were no uterine pains on this day. The 
uterus was unusually large and doughy, extending 
at this period — ^the middle of the fifth month — 
above the umbilicus. 

The following morning the patient had renewed 
hemorrhage and pains developed. The clots passed 
for the first time showed a mass of typical hydati- 
difomi vesicles. The patient was removed at once 
to the hospital with a diagnosis of hydatidiform 
mole. 

The uterus was emptied after protracted curet- 
tage with much hemorrhage, and the procedure was 
satisfactorily completed, with the patient in fair 
condition. Having left the operating room, I was 
hurriedly called back to find her in collapse and 
shock from which she died in thirty minutes despite 
all efforts. 

1172 Dean street. 



Removal of the Testes for Tuberculosis. — Ac- 
cording to N. Federici, cited in Wiener klin. Woch- 
ensch., No. 17, 1912, operative intervention is jus- 
tified in tuberculous orchitis and epididymitis if 
suppuration or caseation has occurred with high 
fever and marked pain. The operation should be 
resorted to even when tuberculous lesions are pres- 
ent within the abdomen. 
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THE DRAINAGE OF ABDOMINAL 
WOUNDS.* 

By Frank Henry Knight, M.D., Brooklyn, N. Y. 

Associate Visiting Surgeon to St. John's and Swedish 

Hospitals; Chief of Gynecological Clinic, 

Methodist Episcopal Hospital. 

The frequent immediate closure of abdominal 
wounds and the bold and daring manner with which 
certain operators neglect to drain many acutely af- 
fected peritoneal cavities has led me of late to give 
the subject of drainage very serious thought, and, 
therefore, I desire to present it to you for discussion, 
discussion. 

The natural method of drainage is through the 
lymphatics, which may be very materially assisted 
by the posture of the patient, either the Clark 
position or its reverse, the Fowler position. 

Much discussion took place at our last meeting 
regarding the pros and cons of the two positions 
relative to the avoidance of postoperative adhesions 
and thereby minimizing the danger of intestinal ob- 
struction. Little mehtion, however, was made of 
their respective values in regard to drainage. The 
upper and diaphragmatic region of the peritoneal 
cavity being so richly supplied with lymphatics has 
by far the greater absorptive power. Therefore, 
Clark's theory was quite correct, but clinically far 
from practical in cases of infection ; for it is obvious 
that not only are the toxins permitted to be absorbed 
with overwhelming rapidity, but other products of 
inflammation are gravitated to the upper abdomen, 
where circumscribed areas of inflammation may be- 
come localized and break* down into pockets of pus 
in localities difficult to evacuate and drain. On the 
other hand, the pelvis, with the patient in the Fow- 
ler position, is a quite convenient place to conduct 
our drainage. Here we can much more readily lo- 
calize septic material, there is less system^ic absorp- 
tion and artificial drainage is easy. 

It is obvious, therefore, from the foregoing, that 
the Clark position is decidedly undesirable in the 
drainage of abdominal infections. The Fowler po- 
sition is decidedly of advantage in cases where free 
septic material may be localized in a place easy of 
access. The dorsal position is used in all cases of 
localized infection and for infections in the upper 
abdomen. 

The method of drainage employed by most surge- 
ons is either by the glass or rubber tube or the cigar- 
ette drain. These are frequently far from adequate, 
and the tube occasionally harmful. It will be seen 
that as soon as the tissues fall together about the 



• Read before the Brooklyn Gynecological Society, Jan- 
uary 5. 1912. 



lower end of a tube, it is either blocked or a very 
limited area is given drainage. The same applies to 
the cigarette drain, for although there may be free 
absorption from its lower end, the remaining por- 
tion is sealed by the rubber and so the full capacit)- 
of the drain is handicapped. 

The pressure of a glass tube or the lower end of 
a rubber tube may cause ulceration and fistula, for 
it has been found at autopsy that the lower end of 
a rubber tube ulcerated directly through the cecal 
wall. The slight advantage of easy removal of these 
rubber tubes is far overbalanced by their incomplete 
drainage and other dangers. 

The old-fashioned wick, without any armor, 
seems to have been quite lost sight of by many of us 
in the rush for something new. The plain wick 
drain came to be discarded because of the unfortu- 
nate results in former days with infected peri- 
toneal cases, but it would be a safe wager that the 
improved results came more from better technic 
and less meddlesome surgery than from the tube 
or cigarette drain. 

I have appended here a summary of the infective 
peritoneal conditions which have come into our 
service at St. John's Hospital during the past year. 
191 1 : 

5 cases of acute diffuse suppurative peritonitis. 
3 cases of acute circumscribed suppurative peri- 
tonitis. 

8 cases of gangrenous appendicitis, with septic 
infection of the peritoneum (unruptured). 

3 cases of gangrenous appendicitis with septic in- 
fection of the peritoneum (ruptured). 

6 cases of pelvic cellulitis. 

5 cases of acute suppurative salpingitis with gen- 
eral pelvic peritonitis. 

3 cases of chronic suppurative salpingitis with 
general pelvic peritonitis. 

Total number of cases, 33. 

Treatment. — All infective peritoneal cases are 
drained for a varying period dependent upon the 
condition at hand. 

The wick drain in the form of iodoform gauze 
is used exclusively. 

If the infectibn is low in the pelvis and indica- 
tions of a walled-off condition are present, then 
drainage is established through the vault of the va- 
gina, the abscess cavity sponged dry, and loosely 
packed with iodoform gauze. 

Where the infection is high in the pelvis, drain- 
age is made through an abdominal opening, using 
a liberal quantity of iodoform gauze with which to 
wall off the intestines, and a direct drain to the 
structures involved. 



Digitized by 



Google 



July, 1912 



Correspondence. 



INTERNATIONAL 
JOURNAL OF SURGERY. 



227 



Diffuse septic peritonitis is drained by strips of 
iodoform gauze inserted in various directions, with 
a large loose strip passed in the tract of the infec- 
tion. General irrigation of the peritoneal cavity is 
never employed, likewise counter-drainage. 

Cases of gangrenous appendicitis, in which there 
is the slightest indication of peritoneal infection, are 
all drained by a small strip of iodoform gauze. It 
is in this class of cases that some surgeons take the 
greatest amount of chance and close the wound 
without drainage, on the ground that the infection 
is usually of B. colon variety and that the perito- 
neum will take care of it. 

It is very true that a certain percentage of such 
cases get well without any further trouble, but when 
we consider that some of them do not recover, or 
have to be re-opened later, the slight inconvenience 
of a small drain for a few days is far safer and bet- 
ter judgment, and you will leave the operating room 
with your mind much more contented than by tak- 
ing the risk of adopting a different plan. 

In support of this method I refer you to the sum- 
mary previously given of our infected peritoneal 
cases of 191 1, which were thirty-three in alt, and 
without any mortality. 

The average length of time the initial drain re- 
mained in place was four days. At the end of that 
time it was removed, nitrous oxide usually being 
administered, and if there were still signs of infec- 
tion, a fresh drain was inserted. 

The Fowler position was used in all cases of acute 
pelvic infection and in acute diffuse septic perito- 
nitis, except where the site of the infection was 
high in the abdomen; in such cases the horizontal 
position was maintained. All other cases were kept 
in the horizontal position. 

The wound in all instances but one was healed 
before the patient left the hospital, which on the 
average was in the fourth week. 
59 Seventh avenue. 
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Editor International Journal of Surgery : 

Some time ago I was talking to a powder maker 
about the manufacture of powder, and happened to 
remark that I could not understand why so many 
children acquired tetanus from wounds caused by 
the explosion of toy pistol caps, when it was posi- 
tively known that the disease was caused by a germ 
most commonly found in rich soils and especially 
about manure heaps. He replied, "I did not know 
that tetanus was caused by a germ found about ma- 



nure, but that being so, perhaps I can throw a little 
light on the subject. The explosive in the caps is 
very powerful, so that something must be added to 
the very small amount used in a cap to make bulk, 
and the best thing we have been able to find is pow- 
dered dried horse dung." 

This makes the cause of tetanus resulting from 
these wounds quite plain to me. If something 
could be used in these caps that could first be sub^ 
jected to a high degree of heat many lives might be 
saved. I did not know whether this fact was gen- 
erally known or not, but it was news to me. 

J. B. Pellet^ Hamburg, N. J. 

Surgical Gleanings 

Tuberculous Osteitis of the Phalanges and 
Metacarpal Bones. — Dr. K. Kennerknecht 
{Munch, med. Wochensch,, No. 10, 1912) prefers 
the conservative methods of treatment of this con- 
dition, which has been described also under the 
name of spina yentosa. Since four years he has 
made use of ointments of pyrogallol with excellent 
results in the more chronic cases. The affected 
parts are bathed daily for one-half hour in soap 
and water and the ointment then applied in 10 per 
cent, strength, gradually reduced to 5 per cent, and 
then 2 per cent. Early operative intervention for 
the removal of sequestra is inadvisable, since they 
become gradually absorbed under the above method 
of treatment. 

The Gauze-Ether Method. — Professor M. von 
Brunn {Wiener med. Wochensch,, No. 17, 1912) 
calls attention to the fact that this method, which he 
regards as very simple, is still quite unknown in 
Gennany. In consists in covering the face with a 
gauze compress of eight to twelve layers and suffi- 
ciently large to extend over the mouth, nose, chin, 
and cheeks. Upon this the ether is slowly dropped, 
and after about a minute another compress of the 
same size is placed over the first, and the ether then 
dropped on more rapidly. Anesthesia is thus in-^ 
duced within a short time without any suffocating 
feeling. The advantage of this method is that it 
may be adapted to the conditions present in the in- 
dividual case by varying the thickness of the gauze 
layer and the amount of ether dropped on. In chil- 
dren and women fewer layers are required. It has 
been employed for about one and one-half years in 
the author's clinic, especially in adults, and in con- 
nection with the preliminary injection of panto- 
pon and scopolamin has become the method of 
choice. The most important feature of this form of 
anesthesia is that the admixture of air with ether 
can be kept within certain limitations without any 
danger of overdosage. If the ether is thinly distrib- 
uted over the entire compress there is no risk of too 
great cooling. Furthermore, the undermost layers 
of the gauze are not moist and cold, but actually 
become warm, and thus the ether is inhaled at the 
proper temperature. 
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THE X-RAY TREATMENT OF CLIMAC- 
TERIC HEMORRHAGES. 

On several occasions we have called attention to 
the use of the Roentgen ray in the treatment of 
uterine fibroids and given reasons based upon per- 
sonal observations for the belief that this method 
has great therapeutic possibilities. Recently a num- 
ber of reports have appeared chiefly from German 
clinics, and it would seem that sufficient has now 
been accomplished to justify American gynecolo- 
gists in taking a more active interest in this agent. 

According to Albers-Schoenberg, Gauss, Kroe- 
nig, Graefenberg, Falk, Bordier, Titus, and others, 
the x-ray is capable not only of speedily controlling 
the metrorrhagia in cases of uterine fibromyo- 
mata, but also of effecting a considerable reduction 
in the size of the tumor and sometimes its almost 
complete disappearance. From observations made 
in the Clinic of Professor A. Doederlein in the last 
year and a half it appears that Roentgen therapy is 
to be regarded as an important auxiliary in gyne- 
cological work. Dr. F. Weber, who presents the 
report {Munch, med. Wochenschrift, No. 14, 1912), 
was particularly impressed with the efficiency of 
the ray in arresting true climacteric hemorrhages. 
He says that the fact that of forty-nine cases only 
one proved unamenable to its action is in itself 
strong evidence of the value of this method. Ex- 
cluding one failure, seven cases in which the later 



history was unknown, two which remained tmder 
treatment for only a short time, and eight still un- 
der observation, thirty patients were discharged 
cured, an equally good showing as to the perma- 
nency of the results. When it is considered that 
these cases were observed in a prominent gyneco- 
logical clinic, that they were of marked severity, 
and that in most of them various other means had 
been employed without success, and hysterectomy 
seemed to be the only resource, there is no room 
for skepticisms. The effect was manifested in gen- 
eral as follows: In some of the women, chiefly 
those above forty-six years, complete amenorrhea 
resulted, while in those below this age menstruation 
either took place regularly, but not in its former 
profuseness, or slight hemorrhages recurred from 
time to time. Care was taken in all these cases to 
determine that no malignant process was the cause 
of the bleeding. As has been likewise noted in the 
x-ray treatment of uterine fibroids, the best results 
were achieved in women in the early or late climac- 
teric period. 

In spite of the adverse views of von Herff and 
some other observers, we believe that the time is 
fast approaching when the Roentgen ray will be 
accorded a definite place in gynecological therapeu- 
tics. To permit of a fair comparison with sur- 
gical measures this method must be employed by one 
who is thoroughly familiar with its technic and who 
has acquired the necessary experience to use it with 
discrimination. 



A NEW REFLEX SYMPTOM OF PROS- 
TATITIS. 

In his classical work Professor Osier states that 
''Neurasthenia is a disease above all others which 
has to be diagnosed from the subjective statements 
of the patient and from an observation of his gen- 
eral behavior rather than from the physical exam- 
ination. The physical examination is of the high- 
est importance in excluding other diseases likely to 
be confounded with it." 

Unfortunately, in many instances the subjective 
condition is allowed to sway the physician's judg- 
ment and the search for a possible organic cause is 
omitted. The very vagueness of the symptoms pre- 
sented by these patients conduces to diagnostic er- 
rors. In cases of so-called sexual neurasthenia a 
thorough examination of the genitourinary tract 
will often disclose disease of the prostate and thus 
serve as a basis for rational treatment. The writer 
recalls the case of a young man of neurasthenic 
type, who complained of an intense itching on the 
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top of the head during urination, and was fully per- 
suaded that his loss of hair was attributable to this. 
His prostate was found to be tender, soft and some- 
what enlarged — ^the sequel of an attack of gonor- 
rhea several years before — and under appropriate 
local treatment there was speedy relief of his men- 
tal disturbance. There seems, indeed, no limit to 
the diversity of reflex phenomena resulting from 
prostatic disease in these neurotic individuals. In 
an article entitled "Cephalalgia Associated with 
Coitus, a Reflex Phenomenon of Chronic Prosta- 
titis," Dr. A. L. Wolbarst (American Practitioner, 
May, 191 2) adds another symptom not hitherto de- 
scribed to the list. This author has observed three 
cases within the past year in which a chronically in- 
flamed and congested prostate appeared to be the 
cause of excruciating headaches during or imme- 
diately after the act of intercourse. It is noteworthy 
that the patients were not subject to them at other 
times, that they did not follow involuntary seminal 
emissions, and were greatly -relieved by local treat- 
ment to the prostate and coUiculus. 

In view of the intimate relation of the prostate 
to the sexual life it is not surprising that chronic 
inflammations of this gland or of other structures in 
the deep urethra may give rise to symptoms of a 
neurasthenic character in persons with an unstable 
or exhausted nervous system. Whatever theory 
be invoked to explain the etiology of these reflex 
phenomena, the practical fact remains that such 
cases are far from infrequent and demand earnest 
consideration, both from a diagnostic and therapeu- 
tic standpoint. 



GERMAN APPRECIATION OF AMERICAN 
MEDICAL PROGRESS. 

We are in receipt of a letter from the Deutsches 
Zentralkommittee fiir Aerztliche Studienreisen an- 
nouncing another tour of German physicians in this 
country for study and observation. The day of 
departure from Hamburg is set for September 7th, 
and we are informed that only four vacancies re- 
main. Nothing is more gratifying than to note this 
awakening of ultra-scientific Germany to the pos- 
sibilities of acquiring valuable knowledge in medi- 
cine and surgery by visits to our clinics and hospi- 
tals. It is not so long ago that America medically 
was a terra incognita; nowadays our prominent 
surgeons are well known, their methods have been 
extensively adopted, and their ingenuity and pro- 
gressiveness are universally recognized. Exchange 



professorships between the academic departments of 
German and American universities have proved a 
brilliant success. Why not extend this policy to 
the medical departments? Or better still, why not 
make it international? Much is to be gained by 
such exchanges and mankind will be the beneficiary. 



RECTAL HINTS. 



By Jerome Wagner, M.D., New York. 
Examine your patient's rectum with finger and 
proctoscope. You will be surprised to find how 
often you will discover unsuspected conditions. Use 
a finger cot or rubber glove, well lubricated. 

You will find it easy to insert a proctoscope if 
the patient is on his knees, resting his left shoulder 
on the table, as near his knees as possible. This 
throws the buttocks well up. Have the obturator 
in the proctoscope. Lubricate the tip freely with 
petrolatum and insert very gently, first with a slight 
tilt down, then gradually upward. Have plenty of 
light to illuminate the interior. An electric head 
lamp is very satisfactory if you have no electrically 
lighted proctoscope. 

If possible have the patient take a saline the night 
before examination. If at the time of examination 
fecal material is present, wash it away with irriga- 
tion. Do not attempt to examine with the rectum 
filled. 

When with the finger in the rectum you palpate 
a prostate, be sure it is the prostate. 

A minute history is essential. If constipation ex- 
ists, ascertain its duration and severity; if diar- 
rhea be present, the number of diurnal and noctur- 
nal movements, also their character. 

In diarrheas it is well to find out if your patient 
has ever been in the tropics. Amebic dysentery is 
more common than one would suppose. After ex- 
amining such a case, wash your hands in alcohol. 

Remember that it is possible to penetrate the peri- 
toneum through the rectal wall. Should this acci- 
dent happen, don't trust to espectant treatment. It 
is always disastrous. 

By far the best local anesthetic to use in oper- 
ations on and about the rectum is a one-fifth of one 
per cent, solution of cocain. This enables one to 
use fairly large quantities with no danger to the pa- 
tient. Always have the solution freshly prepared. 
The number of rectal operaitions that can be per- 
formed under cocain is limited. External hemor- 
rhoids, mixed hemorrhoids (those partially exter- 
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nal and partially internal), thrombotic hemorrhoids, 
blind fistula opening into rectum near the external 
sphincter, and occasionally ischio-rectal abscesses, 
may be operated upon under local anesthesia. Poly- 
pi can also be removed under cocain anesthesia or 
a section taken for pathological examination. For 
all other rectal conditions local anesthesia is to be 
avoided. 

Whenever you see pus ^coming from the rectum, 
do not forget the possibility of gonorrheal procti- 
tis. It is not an uncommon condition. 

Patients with tabes dorsalis should not be oper- 
ated upon for hemorrhoids. 

The ideal treatment of hemorrhoids is extirpa- 
tion with clamp and cautery. Give the patient a 
cathartic two days before operation and keep him 
on a light diet. The night before and the morning 
of the operation, give 2 per cent, hydrogen perox- 
ide enemas. Use a general anesthetic if possible. 
The clamp and cautery can be employed with local 
anesthesia, but this is not advisable. Insert the rec- 
tal tube. The second night after operation inject 
olive oil through the rectal tube and give the patient 
a dose of castor oil. The following morning the 
tube comes away. Follow the bowel movement with 
Z per cent hydrogen peroxide irrigation. 

The ligature method is to be used on those hem- 
orrhoids which have a pedicle and are readily ac- 
cessible. 

Use the cautery to open a tubercular fistula. If 
a knife is used it means opening up the lymph chan- 
nels and the possible entry of tubercle bacilli into 
the blood stream from the fistulous tract. 

Prolapse of the rectum is not uncommon in chil- 
dren. • Searing . the prolapsed mucous membrane 
with the cautery, followed by reduction, is a simple 
and efficient procedure and frequently results in a 
permanent cure. 

Be suspicious of carcinoma when you obtain the 
following history in a patient over thirty-five : Diar- 
rhea for the past months, preceded by a short per- 
iod of constipation. The diarrhea at first is limited 
to the day ; later the patient awakens at night with 
an intense desire to empty the bowels. He rushes 
to stool only to find that he is unable to pass any- 
thing but a little blood. This recurs four or five 
times each night and more frequently during the 
day. Loss in weight may be only slight. 

A "sentinel" pile is a skin tab situated on the 
anus posteriority, and always means fissure. Ab- 
scess and fistula follow a neglected . fissure. 



Department of Railway Surgery 

OmClAL ORGAN 

THE ASSOaATKm OP SUKOOin OP THE MIUTHBtM RAaWAT. 

ASSOGUTiON OP SintGUNIS OP THE PENNSTLVANU LOIES. 

ASSOOATION OP SUIGeOIIS OP THE 8BAI0A10 Alt UHE BAaWAT. 

SAFETY DEVICES AND RESULTING 
BENEFITS.* 

By R. H. Newbern, Esq. 

Industrial safety depends primarily upon the in- 
troduction of efficient, practical devices to safe- 
guard workers while engaged in their employment 
We are to-day living in an age of prevention, an 
age in which advanced scientific effort is being di- 
rected to the removal of the great underlying waste 
in both human life and human efficiency. In this 
work the medical profession is bearing an important 
and conspicuous part, not alone in the discovery of 
causes and better methods of treatment of disease, 
but in the organized effort of forwarding reforms 
of a public or semi-public character for improved 
sanitation and in promoting a better understanding 
of the principles of personal hygiene. 

Prevention as a means of conserving human life 
is not confined to immunity from disease nor to con- 
siderations of health alone, as statistics show that a 
large and increasing number of fatalities and in- 
juries are due to occupational risks and dangers of 
which 60 per cent, or more are preventable. The 
Pennsylvania Railroad Company has been ever 
mindful of the welfare of its employees in a broad 
humanitarian way, and to make more effective the 
work of protection, the safety work has been or- 
ganized and systematic methods initiated on all the 
Pennsylvania's lines through the medium of safety 
committees which have been organized on each di- 
vision; in addition to a system of shop inspection for 
safeguarding machinery and improving shop prac^ 
tices and methods. 

In the fall of 1910, in order to ascertain to what 
extent, if any, the company might be deficient in 
providing safeguards, experts of one of the large 
liability insurance companies were employed to re- 
port on conditions at two of the larger shops, one 
old and one new, it being thought that an outside, 
impartial inspection would show the true condi- 
tions. The results were such that it was decided to 
continue the inspection to include twenty-eight of 
the larger shop plants. In order that the company 
might be in a position to carry on the work on its 
own responsibility, a motive power inspector was 

'Address delivered at fifth annual meeting of Railway Surgeons*' 
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detailed to accompany the experts of the insurance 
company with the result that at the end of four 
months of active inspection work the railroad com- 
pany had the benefit of the experience and infor- 
mation to enable it to continue the work without 
further outside assistance. 

In comparison with the results obtained the cost 
of safeguards is not excessive. Since the inaugu- 
ration of these inspections to January ist of the 
present year, 66 shop plants on the system have 
been inspected employing over 50,000 men and safe- 
guards provided for approximately 3,800 machines 
and tools, the cost being estimated at $40,000. Most 
of the work has been done at the shops and standard 
safeguards have been devised wherever possible, 
the cost of which has usually been taken care of in 
the monthly allowance for repairs to machines and 
tools without asking for any special appropriation. 

That the results thus far have been successful 
is shown in the comparison of fatalities and injuries 
during the month of February for the years 1911 
and 1912, in which the number of shop employees 
killed has been reduced from 7 to 2 and the number 
of serious accidents from 252 to 107. These re- 
sults are particularly encouraging when it is con- 
sidered that the number of railway injuries report- 
ed to the Interstate Commerce Commission during 
the past ten years has shown a steady increase. The 
Pennsylvania Railroad Company's effort in this di- 
rection has won recognition in the award of a gold 
medal by the American Museum of Safety to the 
American employer who in 191 1 did the most to 
protect the lives and limbs of its employees. 

One of the important features in safety work 
has been the appointment 9f safety committees of 
employees, covering all divisions and shops of the 
company. These committees, unlike the Commit- 
tees of Safety in the stormy days of the French 
Revolution, instead of taking heads off aim rather 
to keep them on. The extent and importance of 
the safety work on the Pennsylvania Railroad will 
be better understood by the fact that there are now 
thirty-three committees actively engaged in inspect- 
ing and reporting on road, shop and yard condi- 
tions, with a totdl membership of 150 men. 

It is recognized that the prevention of industrial 
accidents depends largely on the care exercised by 
the individual workman, and by serving on safety 
committees they become interested in precautions 
and will instinctively avoid many of the common 
and easily preventable dangers. In the early stages 
of the safety committee work monthly inspections 
were deemed desirable. They now make quarterly 
inspections and the term of service of members 



covers nine . months, committees comprising three 
to six members, depending on the size of the divis- 
ion or shop. When these were first organized there 
was a difference of opinion as to the character of 
the membership, which. was determined by each 
superintendent of his respective division, and 
there is . still considerable variation in the 
classes of men appointed, ranging from laborer 
to supervisor and master mechanic. As a 
rule, the chairman of the committee has not been 
lower than a foreman or someone in authority. In 
order that the majority of the members of each 
committee will be experienced and familiar with the 
work, the appointments are rotated, one or more 
members of each being dropped and replaced at 
stated intervals, usually three months; for this 
work members are paid full time and expenses, the 
monthly cost to the company being about $2,750. 
In order to keep in close touch with the results ac- 
complished by these committees, the Safety Inspec- 
tor of the Insurance Department makes occasional 
visits to the divisions, personally inspecting those 
points where for any reason recommendations are 
questioned and securing the views of the operating 
officers in charge. The nature of every accident 
receives careful consideration, and wherever con- 
ditions warrant, the Safety Inspector makes a spe- 
cial investigation, a report of which is made to the 
General Manager, together with recommendations 
to prevent a recurrence. 

An important feature of the work of safety com- 
mittees is in passing on recommendations of the 
Safety Inspector in connection with shop condi- 
tions and practices; this has resulted in obtaining 
the viewpoint of various members of the commit- 
tee and in encouraging them in offering additional 
recommendations for protection against shop haz- 
ards. An interesting development in connection 
with committee work has been in the willingness 
and aptitude shown by some of the men in lecture 
work, in giving short illustrated! talks to their 
fellow employees on the general subject of safety 
and the importance of taking proper precaution. 
This feature is receiving the encouragement of the 
management. 

A study of the reports of the various committees 
shows that they differ considerably in the character 
of recommendations and in their individuality ; with 
some the recommendations refer chiefly to safety 
features in connection with train movements; with 
others to safety in mechanical operations; with 
others to construction and electrical hazards and 
road maintenance. This diversity has suggested the 
wisdom of enlarging committees on various divis- 
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ions which would result in an entirdy different 
line of recommendations. 

Since January i, 191 1, careful record has been 
kept of the reports of accidents in shops in which 
the serious accidents show a marked decrease from 
300 to slightly over 100 per month. 



mon and easily preventable causes due to care- 
lessness or disregard of rules, thereby tending to 
develop the safety trend of mind; for the prob- 
lem of safety is not altogether a question of 
safety appliances, nor df rules and their enforce- 
ment, but depends largely on the development of 



-SBKIOUS ACCIDENTS- 



Fingera 
Crushed or Severe 

Killed. Severed. Bruises. Total. 

January, 1911 : 4 39 254 297 

January, 1912 4 9 98 iii 

February, 191 1 7 57 188 252 

February, 1912 2 10 95 107 

March, 1911 o 60 215 275 

March, 1912 i 16 114 131 

April, 191 1 I 30 159 190 

April, 1912 

May, 191 1 3 46 227 276 

May, 1912 

June, 1911 I 27 152 180 

June, 1912 

July, 1911 2 17 132 151 

July, 1912 

Aug^ust, 191 1 2 20 88 no 

August, 1912 

September, 1911 o 15 92 107 

September, 1912 

October, 1911 o 16 86 102 

October, 1912 

November, 191 1 2 16 102 120 

November, 1912 

December, 191 1 2 10 105 117 

December, 1912 

C^) Accidents not resulting in disability included under minor 



SHOP EMPLOYEES, BY 


MONTHS, 


1911-12. 










Serious 








Number 


AcddentR 


Minor 


No Das- 


Grand 


of Shop 


perl,000 


Injuries. 


abUitr. 


Toul. 


Employees. 


Employees. 


731 


^:> 


1028 


34.127 


87 


954 


^ 


1449 


35.177 . 


32 


l^ 


a 


991 


34,171 


73 


850 


1405 


35,800 


3.0 


730 


(♦) 


1005 


32,899 


8.3 


890 


405 


1426 


36.151 


36 


573 


(♦) 


763 


31.380 


6.0 


663 


150 


1089 


34,694 


79 


728 


114 


1022 


34,601 


5.2 


604 


303 


1057 


31,641 


4.7 


717 


367 


1 194 


32,512 


3.4 


701 


420 


1228 


32,932 


3-4 


686 


430 


1218 


33462 


3^ 


695 


287 


1 102 


33,997 


3.5 


825 


308 


1250 


34,582 


3-4 


injuries. 











While this experience is gratifying, we feel that 
still greater results can be accomplished, especially 
on the road. The safeguarding of machinery and 
improvement of shop practices may be considered 
comparatively easy, although we feel that the work 
is only begun. In addition to providing safeguards 
for machines there are questions of sanitation and 
of individual hygiene, including proper lighting 
and ventilation and improvement in work surround- 
ings, which are bound to result in better health and 
in greater efficiency. 

On the road, safety work is directed toward 
the protection of passengers and others as well 
as employees through the elimination of what 
have heretofore been considered ordinary risks, 
including such features as protection for exposed 
culverts, increasing clearances between station 
platforms and tracks and nearby buildings, or 
other obstructions along right-of-way, improved 
lighting for car yards, stations and station plat- 
forms, in addition to securing a more careful en- 
forcement of the book of rules insuring safer 
operation. Recognizing the necessity for educa- 
tional work, quarterly bulletins are to be issued 
to all employees, emphasizing the necessity for 
caution and calling attention to the more com- 



self-restraint and control on the part of the men. 
Contrary to the opinion often expressed, the in- 
troduction of safeguards, within reasonable lim- 
its, does not appreciably retard or diminish out- 
put. The increased confidence on the part of the 
men in the security afforded by safeguards will 
allow greater freedom of effort and ultimately 
will result in greater efficiency. We have indi- 
vidual cases of which reports have been made 
showing that more work is being gotten out on 
machines, due to the feeling of confidence which 
the men have in working around protected ma- 
'"hinery. where otherwise there would be more 
or less danger. 

Under the policy adopted by the Company dur- 
the past year, all tools and machines purchased 
are required to be fully protected by the manu- 
facturer with all necessary guards to insure the 
maximum of safety in their operation. There are 
many cases where a safeguard has prevented an 
injury of which no report is made, while in 
many others of which we have direct knowledge 
the presence of the safeguard has resulted in 
preventing both injury and death, such as» for 
instance, a recent accident where the guard pro- 
tecting an emery wheel, which burst while re- 
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volving at high speed, resulted in slight injuries 
to finger and hand, though the absence of the 
guard would have unquestionably caused the 
death of the operator. A report by a master me- 
chanic of one of the large shops is interesting as 
showing the value of safety devices. In this he 
states, "we have decreased the number of acci- 
dents and added to the safety of our employees 
by applying these devices, although it is a very 
hard matter to tell what has been done, as the 
men make no report to their foreman when they 
would have been injured had there been no 
guard." In this same report five cases are speci- 
fically mentioned where death or serious injury 
would have resulted but for the presence of safe- 
guards. 

It is worthy of mention that, contrary to the 
general understanding, the great majority of in- 
juries and fatalities to railroad employees are not 
due to the widely advertised train accidents but 
to frequent repetition of every-day minor acci- 
dents. 

Closely allied with industrial safety are var- 
ious welfare features which are supported or 
maintained by the railroad company. While the 
development of welfare work has not up to this 
time been the result of concerted effort, many 
agencies have been provided, including Young 
Men's Christian Associations with their educa- 
tional work and provision for meals and lodgings 
at reduced rates and apprentice schools with 
free tuition, including payment for time while in 
attendance. There might also be mentioned re- 
creation features, such as athletic grounds, club 
rooms, shower baths, modern sanitary arrange- 
ments at the principal shops; to these could be 
added the voluntary relief and the furnishing of 
free medical attendance to employees, also first 
aid and emergency hospital service; as well as 
the pension scheme, which was first inaugurated 
by the Pennsylvania Railroad Company, and re- 
lief allowances for sickness and injury. While 
not all has been done in this line that may be ac- 
complished later on, the welfare work is being 
studied with a view to its development and to 
affording employees the opportunity for whole- 
some recreation and diversion. 

With the interest now evidenced in safety and 
welfare work by the large corporations, including 
the pioneer work of the United States Steel Cor- 
poration, which has expended one and three 
quarters millions of dollars for this work alone 
during the years, 1911 and 1912, it is not unrea- 
sonable to hope that the near future will show 



a marked reduction in fatalities and injuries in 
practically all lines of industry. 

Safety work should be of great interest to 
gentlemen of your profession as railway sur- 
geons both as regards the causes producing in- 
juries and fatalities and the extent of the disabilities 
and injuries resulting therefrom, and it is believed 
that many opportunities are afforded you to make 
valuable suggestions as a result of treating in- 
jured persons which would tend to make more 
effective the work of safeguarding employees, 
and any suggestions of this character will he 
gladly welcomed. 



GENERAL PARESIS AND THE IMPORT- 
ANCE OP ITS EARLY DIAGNOSIS TO 
THE RAILWAY SURGEON.* 

By J. H. Taylor, M.D., Columbia, S. C. 

Possibly without e^cception there is no disease in 
which a failure to make an early diagnosis is 
fraught with such manifest dangers, and in no call- 
ing is the risk to others so great as in that of the 
railway employee upoii whose scrupulous care and 
constant attentiveness so much depends. 

As Kraft-Ebbing so strikingly expresses it, a dis- 
ease of "civilization and syphilization," paresis man- 
ifests itself in the vigorous prime of life, and is so 
vague and protean in its early symptoms that, as a 
rule, they are recognized as the beginnings of this 
condition when viewed in retrospect rather than at 
the time of their occurrence. 

In this paper we shall consider only the pro- 
dromal symptoms, for herein lies the crux of the 
situation for the railway surgeon. After the wreck 
has occurred and the loss of life and property been 
counted, the diagnosis has then lost its importance, 
and, moreover, the novice could then see wherein 
lay the secret of the disregarded orders. 

The first vague outcroppings come perhaps as a 
gradual change in character. Where a man has 
been contsantly kind and considerate to his wife and 
children he becomes irritable, impatient and per- 
haps cruel. 

Then again there gradually develops a beginning 
failure on the part of the patient to continuously 
apply himself to his work, memory is not so good, 
and business engagements are forgotten or disre- 
garded. Associated with this, of course, -goes a 
gradual loss of the sense of responsibility, and, as 
bearing on this particular phase, I have in mind 
the case of an engineer on the Columbia Division 
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whose first overt act was the stopping of a fast 
passenger train at a farm house to purchase eggs. 
Here you will note that loss of the sense of re- 
sponsibility strikingly illustrated, and I would say 
further that this man eventually developed a typi- 
cal paresis and died in the State Hospital for the 
Insane. 

Another paretic will show a gradual loss of judg- 
ment, a quality held at a high premium in the man 
at the throttle. The B. & O. R. R. some years ago 
was financially wrecked by the development of this 
abnormal judgment in its president as the begin- 
nings of general paresis. He later died with the 
disease fully developed but diagnosed too late to 
prevent. the financial crash. 

The morale of the patient, on the other hand, 
may first undergo marked alteration for the worse. 
Where formerly abstemious as to alcohol, he will 
go to excess in drinking. Where formerly his as- 
sociates were chosen from the gentility, these may 
now be deserted for those of the lowest type. The 
appearance of the patient, too, may give us an ink- 
ling of. the beginning mental reduction. He de- 
velops a carelessness as to his personal appearance, 
leaves his clothes unbuttoned, forgets to put on his 
tie, and in various other ways gives indication of a 
deterioration that eventually shows the classical, 
physical and mental symptoms of general paresis. 

Perhaps at this early stage, too, may be elicited 
by a careful examination the beginnings of those 
speech defects which later become so characteristic, 
a slight hesitation and occasional almost unnotice- 
able defect in a single word. The pupils may show 
a sluggish reaction to light, and be unequal in size. 
Later develop the tremor, tihe oculomotor and 
tendon reflex disturbances, the mental delusions 
and other symptoms that go to make up the com- 
plete picture. 

The far reaching perplexities and complexities 
that sometimes arise in dealing with the early stages 
of paresis may be brought out by citing a case some- 
what in detail. 

In the fall of 1904 a local railway surgeon was 
requested by the division superintendent to look in- 
to the case of an engineer who had been reported 
as acting strangely on his run. Upon inquiry it was 
found that he frequently ran his train beyond sta- 
tions before stopping, and did other things that 
"queered him" with his colored fireman. As the 
engineer appeared to be sane and talked and acted 
rationally the condition proved very puzzling to the 
doctor, and, furthermore, as the man was running 
a fast express train, he finally decided to divide the 
responsibility by calling in consultation an alienist, 
through whose courtesy I report this case. 



He was a married man of the robust type com- 
mon to engineers. Careful inquiry disclosed the 
history of a brief attack of unconsciousness while 
on a picnic a few months previously. He was car- 
ried home and kept in bed for several days, but ad- 
mitted no further ill consequences. He was not 
alcoholic and denied syphilis, although a prolonged 
visit to Hot Springs because of "rheumatism" was 
admitted. (This was belore the days of the Was- 
sermann test.) Upon examination his pupils were 
found somewhat contracted, unequal and inactive. 
His knee jerks were abolished, and there was tre- 
mor of the lingual and facial muscles. He was 
slow of speech, but this was said to be natural. He 
declared himself to be perfectly well and protested 
against the doctor's interference with his wqrk. In 
view of the above findings, however, the two phy- 
sicians signed a certificate stating that paresis was 
suspected and recommended that the engineer be 
relieved of his work. Upon the receipt of this cer- 
tificate at headquarters the patient was taken f rcnn 
his run against both his protest and that pf his 
father, an old engineer on the same road, and, 
moreover, an appeal was made for his reinstate- 
ment by the authorities because of the. alleged error 
on the part of the doctors and the injustice, of their 
certificate. At this juncture two local general prac- 
titioners examined the case and were induced to 
give certificate to the eflFect that the patient was 
sound in mind and body and thoroughly capable of 
running his engine with safety to all interests. The 
asylum doctor, still persistently refusing to modi- 
fy his opinion, appeal was made to the engi- 
neers' brotherhood, and there is reason to suspect 
that the attention of the governor of the State was 
directed to the obstinacy and incompetency of the 
asylum physician, but the governor sensibly de- 
clined to interfere. Later the local surgeon under 
pressure agreed to withdraw the disability certifi- 
cate if the asylum physician would do the same. 
The alienist, however, took the position that if 
after twenty years of professional work he knew 
any one disease thoroughly that was paresis, and 
he therefore steadfastly refused to stultify himself 
by changing his medical opinion. This refusal prov- 
ing embarrassing to the authorities, the patient was 
sent to the chief surgeon for examination, and he 
being in doubt took him to an asylum superinten- 
dent in another State. This very competent phy- 
sician claimed to find nothing in the case suggest- 
ing paresis, and although also in doubt I believe 
gave a certificate to that effect. The chief surgeon 
then visited the first asylum physician to explain 
the embarrassment and difficulties his certificate 
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Its withdawal, but the request was refused unless 
the patient should develop no further symptoms 
within a year from its date. 

We come now to further interesting develop- 
ments. The engineer having been re-employed was 
handling traffic on a spur track to a brick-yard near 
the city and ran his engine carelessly into a car 
loaded with brick, doing much damage, and be- 
cause of this accident his position was taken from 
him. Very soon his suspicious conduct towards his 
wife was such that she appealed to his brotherhood 
for protection, and when application was finally 
made for his commitment to the asylum the phy- 
sician suggested that the papers be signed by the 
chief officer of the brotherhood from which source 
had emanated most of the trouble. Upon his ad- 
mission on June 12, 1905, the following appears 
under the physician's certificate of commitment : 

"He talked in a very foolish and irrational 
manner, that is, when he talked at all. He was 
disinclined to talk, however, and never said any- 
thing except when spoken to. He did nothing 
except to sit around and try to go to sleep. He 
was rather dull and stupid most of the time. He 
is in good physical condition, but appears men- 
tally deranged. He has hallucinations; at times 
does not know different members of his family 
or his own home. At one time he struck his 
wife. He says he is all right, but acts in a most 
irrational and erratic manner at times." 

The following history was obtained on admis- 
sion to the hospital. Age 39, married, with one 
child of seventeen years. Both parents living 
and a negative family history as regards insan- 
ity. He appeared depressed and was somewhat 
quarrelsome, forgetful and superstitious. He 
claimed to have bugs on him and wanted to shoot 
them. His bodily health was good and the 
cause of his trouble was said to be unknown, 
though the family admitted that he had had an 
attack of paralysis about one year previous, and 
his symptoms were said to be increasing. 

Physical examination : Height five feet, sevei! 
inches, weight 245 lbs., strong and well nourish- 
ed. He showed the classical symptoms of the 
paretic. His father, however, was still unwil- 
ling to accept the diagnosis and removed him 
from the hospital against advice on July 25, 
1905, but the patient soon becoming unmanage- 
able was returned on August 20th, 1905, This 
was followed by the usual downward course 
characteristic of the disease in this stage. After 
several attacks of unconsciousness at varying in- 
tervals he became thoroughly demented, was un- 



tidy in his habits, had an increasing antipathy for 
bis wife and, finally becoming bed-ridden, died 
suddenly on February 14, 1912. 

Now there are several object lessons in this 
history that cannot be passed over without due 
emphasis. A most thorough investigation should 
be made by railway officials and surgeons in the 
case of an employee showing a change of char- 
acter, coupled with a history of a fainting attack 
or a fit and a loss of skill or technique or of the 
powers of attention. In the light of our advances 
along the positive diagnosis of syphilis, the es- 
sential cause of paresis, a case of this type should 
be subjected to a rigid Wassermann test of both 
blood and spinal fluid, and moreover a differen- 
tial cell count of the spinal fluid should be made 
for lymphocytosis. If a positive reaction be ob- 
tained the employee should be relieved of the 
duties of trust and responsibility at once and 
placed under conditions conducive to careful 
study, observation and treatment. The long 
duration of this case, eight years, when the aver- 
age is two to three years, is probably explained 
by the out-of-doors life the patient necessarily 
led in his profession. While well-established 
paresis is probably incurable, yet some writers, 
notably Dana, hold that in its early stages the 
disease may be cured or held in abeyance by 
proper treatment, and of Course this is anti- 
syphilitic. 

LITTLE VERSUS MUCH TECHNIC AND 
APPARATUS IN BONE SURGERY.* 

By D. W. Kingsbury, M.D., Nanticoke, Pa. 

Member of Surgical Staff, Nanticoke State Hospital; Sur^ 
geon North and West Branch of P. & E, R. R. 

This paper is written from the practical and con- 
servative side of the subject, and has to do with 
bone sdrgery as met with in mining towns by the 
general practitioner. Mine surgery as well as rail- 
road surgery has certain features^ and environments^ 
which distinguish it from the same class of work in 
other occupations. 

The surgeons located in the mining towns of 
Pennsylvania are almost daily called upon to treat 
some of the worst cases of compound and com- 
pound comminuted fractures that are met anywhere, 
and that they have been successfully managed can 
be verified by visiting the coal mines and breakers 
and noting the results. There is probably no calling 
in which more accidents occur in proportion to the 
number of persons employed than in the coal mines. 



* Read at fifth annual meetinR of Railway Surgeons' Association 
of Pennsylvania Lines East of Pittsburgh, May 81, June 1, 1918. 
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Yet very few reports of this work ever find their 
way into our medical journals. 

The subject of bone surgery is so large and has 
lately called forth such excellent contributions from 
some of our best observers, that it would be use- 
less to attempt to add anything of real merit in a 
fifteen minute paper, no difference how well quali- 
fied the writer might be to do so. I have therefore 
thought best to illustrate my subject by reporting a 
case in my own practice of a boy who had been se- 
verely injured by a loaded mine car and was treat- 
ed in the simplest manner possible without any spe- 
cial apparatus, but with satisfactory results, and to 
compare it with a similar case reported by Dr. 
George A. Skinner, Major of Medical Corps, U. S. 
Army, at Fort D. A. Russell, Wyoming, in the 
Journal of the A. M, A,, Dec. i6, 191 1, in which 
the most elaborate apparatus and technic were em- 
ployed, this case also terminating in good recovery. 

About 9.30 a. m. on July 15, 1902, I was hastily 
summoned to see a boy, fifteen years of age, who 
was said to have been severely injured and was 
then on his way home. The patient, who had been 
employed as a door boy, had been caught by a run- 
away car and dragged along the rails for some dis- 
tance, his. left arm being run over by the loaded car. 

Oh examination I found the forearm badly lacer- 
ated, but both bones intact. The arm about midway 
from the elbow to the shoulder had been passed 
over by a car wheel, and about three inches of the 
bone crushed into small pieces. The triceps and 
long head of the bicep had been crushed and torn 
across, and the attachments of the deltoid and most 
of the scapular muscles cut away. The short head 
of the biceps and inner or anterior soft parts as 
well as the brachial artery and nerve and large veins 
had escaped injury from the fact that the car wheel 
had glided over them by coming in contact with a 
piece of wood or iron on the rail after it had 
crushed the humerus. 

The hemorrhage was controlled and the wound 
temporarily dressed with sterile iodoform gauze. 
The patient was given a hypodermic injection of 
morphia and otherwise made as comfortable as pos- 
sible and allowed to recover from the shock. I 
left the case at 11 a. m. and returned at 2 p. m. in 
company with Dr. D. H. Davis of our own town, a 
man who has had a wide experience in mine sur- 
gery. The boy by this time had recovered from the 
shock and was in fairly good condition for oper- 
ation. We removed the temporary dressing, and 
after careful examination decided to make an ef- 
fort to save the arm, although the prospects did not 
look bright. Our operating room was a miner's 



kitchen and not a well-equipped hospital, as in the 
case that I intend to compare with this one. We 
brought with us our sterile dressings and towels, 
also trays for sterilizing our instnunents. The pa- 
tient was placed upon an improvised operating table, 
and after being anesthetized the forearm was first 
dressed and heavily bandaged to facilitate handling 
it in our further work upon the arm above the el- 
bow. After thoroughly cleansing the wound with 
hot water and removing all small pieces of wood, 
coal, loose bone, etc., with sterile instruments, we 
retracted the periosteum on both ends of the hu- 
merus and sawed the ends of the broken bone as 
near at right angles with the axis of the shaft of the 
bone as possible. We then trimmed off all uneven 
shreds of periosteum and sutured the remaining 
portion all the way around the bone, cut away all 
crushed fragments of muscle and brought the ends 
together as accurately as possible, using plenty of 
hot water at each step of the operation. I wish to 
emphasize the use of hot water in this class of work, 
where it is impossible otherwise to carry out a strict- 
ly aseptic technic. The operation was finished by 
suturing the skin with silkworm gut. The arm was 
then dressed and placed on a well padded, right 
angled, perforated metal splint, and a splint of the 
same material applied to the outside of the arm, 
which embraced the shoulder and extended down to 
the elbow. It was necessary to remove only this 
outer splint in dressing the wotmd. 

The case made an uneventful recovery without 
infection and the young man has a useful limb at 
present, although yet nearly two inches shorter than 
that on the opposite side. He is employed by the 
same company as an engineer and says that he does 
not experience any inconvenience from the accident. 

The case of Dr. Skinner that I will now relate 
to you, taken from the Journal for comparison, was 
a gunshot wound of the arm of a boy of about the 
same age as the one I treated. The soft parts were 
injured very much as in my case, and the humerus 
fractured at about the same point. It is, however, 
only the very elaborate technic or rather apparatus, 
used in retaining the bone in place that I wish to 
notice. 

He says : "A piece of calf femur was obtained 
and turned true in a lathe so that it was about one 
inch greater in diameter than the broken humerus. 
This was then sawed in half, longitudinally, and the 
inside cleaned out with a file until it was about the 
same size as the humerus. In other words, a bone 
collar was prepared 2^ inches long and of a size 
to just fit around the broken bone. This was grooved 
at either end to keep the wire from slipping, and sev- 
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eral holes drilled in it to save time if they should be 
needed. Then several bone pegs were turned out 
about the size of the medullary canal, and a number 
of bone nails were prepared. The idea was to do a 
resection of the bone, put a medullary peg in the 
canal, cut a step out of each end of the bone, fix 
with bone nails, place the bone collar in position 
around the whole, and wire or nail it in position. 

"The resection was made and the ends secured by 
two bone nails. After placing the bone peg, about 
two inches long, in the medullary canal, the bone 
collar was placed around the bone and securely 
wired in position by placing the wire around the 
collar in the groove mentioned. This resulted in 
fairly firm fixation; about two inches of shortening 
resulted." 

Further on in his report the author admits that 
he had infection in the wound in a short time, and 
that it soon became necessary to remove the bone 
collar, medullary peg, nails, wire, etc., and place 
the arm in a cast. 

The apparatus used in this case to keep the arm 
in place and for support was fully as extensive as 
that employed to retain the bone, and consisted of 
a plaster cast of the body from neck to hips, with 
straps and rods of iron and leather. It is not my 
intention in this comparison to discredit the em- 
ployment, in properly selected cases, of bone plates, 
wire, nails, and bone grafts or implants, but to show 
that they are often used ineffectively and in cases 
where they are uncalled for and do positive harm. 

Dr. John B. Murphy, of Chicago, in his able con- 
tribution to bone surgery printed in the Journal of 
the A. M, A,, April 6, 1912, lays down as one of the 
rules to be followed in bone grafting that "Perios- 
teum and bone, transplanted into another individual 
or animal of the same species, and under the same 
conditions, rarely, if ever, produce permanent bone 
deposit, and transplanted into another species never 
produce permanent deposit, and that bone implants 
are not osteogenetic but simply osteoconductive, 
forming at best only a bridge for the conduction of 
bone growth, the implants being absorbed." 

I have often used sterile catgut for the purpose of 
bridging over a gap between the ends of bones which 
could not for some cause be brought together, and 
have always thought that it was conductive of bone 
growth, although this would not accord with Dr. 
Murphy's teachings. 

Dr. Skinner, however, does not say in his report, 
that he intended the medullary peg or bone collar 
for bone implants or grafts, and yet it is fair to in- 
fer from his article that it was his purpose to leave 
them permanently where he had placed them. But 



whether they were intended for grafts or simply as 
apparatus to keep the bone in place, in my opinion 
they were both very much out of place and could 
only give him trouble and subject his patient to un- 
necessary risk. 

A piece of calf bone turned to shape and placed 
in the medullary canal and a piece of the same ma- 
terial turned out and tightly wired around the hu- 
merus and over the periosteum could not possibly 
be conductive of bone repair. 

If any appliance were needed more than was used 
in my case, a bone plate would have possibly served 
the purpose. It has always been my practice to 
employ the simplest device possible, and if one 
splint, bone-plate, wire, nail, etc., is sufficient, I do 
not use a second one. 

The treatment of simply putting a fractured limb 
at rest for from one to four days and applying some 
cooling lotion, then giving an anesthetic, reducing 
the fracture and immediately applying a plaster 
cast, I have followed in hundreds of cases with 
gratifying results. 

In following this course, it is necessary to have 
the full confidence of your patient, and it cannot be 
recommended to beginners. I consider Dr. Scud- 
der's work on fractures and dislocations one of the 
best that the surgeon can follow in this class of in- 
juries, and those of you who have consulted it know 
how little mention is made of any special apparatus, 
and how much stress is put on knowing the action, 
of the bones and muscles in the case you are treat- 
ing. I have done so much bone surgery during the 
last thirty years without any special apparatus and 
with uniformily good results, and have lately seen 
so many cases treated, both in hospital and private 
practice, with bone-plates, nails, wire, etc., with so 
many infections, that I cannot but conclude that 
many of the cases would have done vastly better 
without their use. Bone-plates properly and asep- 
tically applied in cases that cannot be successfully 
treated by simpler means certainly constitute the 
ideal method. The point I wish to bring out is that 
their use is not indicated in more than five per cent, 
of cases met in private practice and also that the 
aseptic feature of the operation is greatly under- 
estimated by many surgeons attempting their use. 

It is true, as Dr. Harris of Chicago says, that 
*The laity have been educated by the use of the 
x-ray to expect better bone surgery and better re- 
sults than the old methods produced;" but if bone- 
plates occupy the place in surgery that they now 
seem to deserve, more care must be exercised in 
selecting the cases and in the technic. 

Finally I would say, treat your cases of fracture 
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in the simplest manner possible. In compound frac- 
tures, if you find it necessary to wash the limb, 
protect the wound by a pad of sterile gauze held in 
place by a piece of rubber bandage, thus keeping 
any soapy and dirty water out of the wound. 
Flush the wound with sterile water, hot enough to 
blanch the tissues. Remove pieces of bone or foreign 
material with sterile instruments, and never, if it is 
possible to avoid it, put your fingers, even gloved 
fingers, into the wound. Reserve your bone plating 
for cases that cannot be treated by other and sim- 
pler means, and if possible send the patient to a hos- 
pital. After you have installed whatever treatment 
you think best in a case of fracture, do not neglect 
to watch the patient carefully until repair is well 
under way, and remember that eternal vigilance is 
the price of good results in bone surgery. 



Surgical Gleanings 



Foreign Bodies in the Abdominal Cavity. — Dr. 

H. Hinterstoisser {Wiener klin, Wochensch., No. 
i6, 1912) reports a case in which after laparotomy 
for ectopic pregnancy the patient continued to suf- 
fer from abdominal symptoms and felt a mass in 
the abdomen. At the second operation the mass was 
found to consist of firmly adherent coils of small 
intestine. During the separation of the adhesions 
the intestine was perforated and a large twisted 
gauze compress impregnated with fecal matter was 
found, the greater part of it filling up the intesti- 
nal lumen, while the rest was surrounded by cica- 
tricial and fibrous tissue. An extensive resection 
of the affected coil of intestine was performed, the 
patient recovering. Examination of the specimen 
removed showed that the compress had become en- 
capsulated between the omentum and intestinal 
coils, and later had made its way into the neigh- 
boring intestine. Another case is reported in which 
after hysterectomy and salpingectomy for myomata 
the patient had a purulent vaginal secretion, with 
increase of temperature in the evening. Fifty-one 
days after operation a large offensive gauze com- 
press was withdrawn with forceps from the wound 
in the vaginal vault, evidently having been left in 
the abdominal cavity during the laparotomy. In 
a study of the literature Hinterstoisser found a par- 
ticularly large number of cases in which gauze com- 
presses had been left in the abdominal cavity dur- 
ing operations for ectopic pregnancy. To avoid 
such accidents the surgeon should make haste slow- 
ly. For use in abdominal work tampons or com- 
presses should be provided with a string or a clamp, 
while the number employed should be strictly su- 
pervised by the surgeon and his assistants. A large 
number of such compresses should always be on 
hand, so that there is never need of resorting to 
others. As to the fate of gauze compresses, in 5 



cases collected from the literature they became en- 
capsulated; in 6 entered the bladder; in 10 were 
passed by way of the vagina and in 18 by the 
rectum; in 22 perforated into the bowel; while 
in 25 they were discharged through an abscess of 
the abdominal wall. 

Surgical Treatment of Gastric and Duodenal 
Ulcers.— Dr. J. Petren (Beitr. jsr. klin. Chir., Bd. 
76, Hft. 2) has made a special investigation of the 
remote results in 325 cases of ulcers of the stom- 
ach and duodenum treated chiefly by gastroenter- 
ostomy. In the 37 fatal cases death was due in the 
majority to pneumonia or peritonitis. More than 
one-half the patients whose subsequent history was 
known remained in fair condition for periods of 
two to twenty years, while the others complained of 
slight or more severe gastric disturbances. These 
were probably due in large part to recurrence of 
the ulcer or they resulted from adhesions and other 
obstructions to motility. Cancer of the stomach 
developed in about 5.5 per cent, of cases of ulcer 
treated by gastroenterostomy. 

Suture of the Sphincter Ani. — Dr. M. Eschen- 
bach (Deut. med. Wochensch., No. 16, 191 2) states 
that fecal incontinence is quite apt to follow oper- 
ations for pelviorectal, more rarely ischiorec- 
tal fistulae ; it is still more common in cases of anal 
fissures from severe labors or excessive stretching 
of the sphincter. Incontinence may be due to so- 
lution of continuity of the internal sphincter alone, 
of the external sphincter in rare instances, or of 
both. Isolated injury of the internal sphincter is 
extremely rare. In three of five of the author's 
cases the incontinence followed incision of anal 
fistula or of pelviorectal abscesses, and in two, 
severe deliveries. The method of operation em- 
ployed for the relief of this condition is very sim- 
ple, although more difficult where there is a large 
amount of scar tissue. Under these circumstances 
it may not be easy to see the thin torn ends of the 
muscle. To find the stump of the internal sphincter 
and dissect it out, it is necessary to introduce the 
finger into the rectum and use it as a guide for the 
dissection. In all of the author's cases the internal 
sphincter had been reduced to one-third of its nor- 
mal size. Owing to this thinness of the muscle 
and the tendency of the ends to separate wider, the 
sutures often tear out easily, although it is import- 
ant to secure primary healing if possible. The 
chief object of the author's paper is to show the 
dangers of complete division of the sphincters, es- 
pecially on account of the chance of injury to the 
internal sphincter. 

The Use of Camphorated Oil in Suture of Op- 
eration Wounds. — Dr. Lampe (Wiener klin, 
Wochensch., No. 17, 1912), in an article read be- 
fore the Congress of the German Surgical Society, 
April, 1912, recommended the application of cam- 
phorated oil before incision and during suture. His 
procedure is as follows: The skin over the oper- 
ative field is cleansed with a pledget of cotton 
soaked in ether and then 2 per cent, sterile camph- 
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orated oil is rubbed in thoroughly. After the in- 
cision has been made to the desired depth the oil 
is poured in, any excess being wiped off. The same 
thing is done at the end of the operation before in- 
sertion of the sutures. Under this method of treat- 
ment it is claimed that healing takes place with 
scarcely any disturbance. While camphorated oil 
has but slight antibacterial properties, it is said 
to act like Peru balsam by enveloping the bacteria 
and also induces hyperemia, thereby stimulating re- 
sistance to bacterial activity. 

Fractures at the Elbow in Children.— Dr. W. 
Gunpbell (Am, Jour, Obst., Apr., 1912) points out 
that a child's elbow is not a miniature adult elbow, 
but is formed by epiphyses in the process of devel- 
opment. An exact knowledge of the development 
of the elbow is necessary to interpret the radiograph 
and reduce the fragments. As the child resists a 
local examination and the muscles ^re contracted, 
it is necessary to induce anesthesia just sufficient 
to relax the muscles and permit free palpation. The 
localization of ecchymosis should be noted. If it 
surrounds the elbow supracondylar fracture should 
be suspected ; if it is localized — fracture of the con- 
dyles. In palpation the normal anatomical relations 
of the uninjured elbow should be noted. If the 
thumb and middle fingers be placed on the internal 
and external condyles and the index finger on the 
tip of the olecranon, then when the forearm is fully 
extended the three bony points lie in the same 
transverse line. Any modification of the normal 
.relations of these three points is due to fracture or 
dislocation. The head of the radius can be felt in 
the dimple behind the elbow. Its rotation is man- 
ifest when the forearm is pronated and supinated. 
In injuries about the elbow the determination of the 
position of the radial head is of prime importance. 
The '^carrying angle" of the two arms — ^the obtuse 
angle which the extended forearm forms with the 
arm should be compared ; this angle is modified in 
certain fractures of the elbow. The movement of 
the elbow joint, both flexion and extension, should 
be noted; remembering that there is normally no 
lateral motion in the extended elbow-joint. Each 
fracture is a special problem with its individual 
needs and its peculiar indications, but the following 
precepts are considered a safe guide in all cases: 
I. — A clinical examination under anesthesia is the 
first requisite, but it is never sufficient; it must be 
supplemented by an x-ray examination. The radio- 
graphs should be made and interpreted by a radi- 
ographer of experience. 2. — Reduce the fracture by 
such maneuvers as are efficient in accurately coapt- 
ing the fragments. Care should be taken to avoid 
any rough manipulation which only exaggerates 
periosteal lesions and consequent impairment of 
function. Firmness and gentleness are always more 
effective. 3. — Immobilize permanently only when 
certain that reduction has been obtained, and that 
the position of the arm and the splint are adequate 
to mainta in reduction. This will be evidenced by 
(a) normal conformation of the parts ; (b) a normal 
range of flexion and extension ; (c) the confirmation 



of a second radiograph. The procedure should be 
as follows : After reduction has been obtained and 
the arm placed in that position which seemingly is 
most efficient in maintaining reduction, a temporary 
splint should be applied and a radiograph taken ; if 
the picture confirms the accuracy of reduction and 
effitiency of immobilization, then the temporary 
splint should be made permanent. And no perma- 
nent immobilization should be attempted until sat- 
isfactory evidence has been obtained that the reduc- 
tion, position of the arm, and splint are as perfect 
as the character of the injury permits. 



Preservation and Restoration of Tendon Func- 
tion.— Dr. W. L. Brown. (Tex. S. Jour. Medic, 
Apr., 1912), in an instructive paper on this subject, 
summarizes his views as follows: (i) Limbs 
should not be too long or too continuously immobil- 
ized in fractures, because of the danger to future 
tendon function. (2) Great caution should be used 
in making incisions for cellular tissue infections, to 
see that the tendon sheaths are not unnecessarily 
opened or the tendons severed by making reckless 
incisions without due regard to these structures. 
The permanent disability of many hands has been 
due as much to improper incising of abscesses as 
to the infection. (3) All recent wounds of tendons 
should be immediately repaired, and if surroundings 
are not such as to justify this procedure, they should 
be only temporarily dressed until such time as the 
tendons may be properly repaired. In the repair of 
every tendon, from either recent or old injury, the 
field should be rendered absolutely bloodless, and a 
careful dissection be made. In the repair of every 
tendon, whether recent or old injury, a new sheath 
should be provided in place of that destroyed, that 
the future function of the repaired tendon may not 
be reduced because of adhesions. (4) The most 
practical method for constructing a new sheath is 
to use subcutaneous areolar tissue. Cargyle mem- 
brane, sections of veins, etc., have been used, but 
not with satisfactory results. (5) In operating to 
restore function to tendons that have had old in- 
juries or infection, all scar tissue should be carefully 
dissected away. (6) After all tendon repairs com- 
plete immobilization should be maintained for three 
weeks, then passive motion begun cautiously. Ten- 
dons have almost no blood supply, and consequently 
heal slowly. (7) Immobilization should be in the 
position which will give the tendon greatest relaxa- 
tion. (8) In amputations at the wrist or ankle 
joints, or through the l^.or forearm, in the presence 
of infection, all the larger tendon sheaths should be 
split open, the tendons pulled down and cut as high 
as possible, and the larger tendon sheaths drained 
through separate incisions, after they have been 
thoroughly swabbed out with tincture of iodine. 
(9) All elective operations on tendons should be pre- 
ceded by a thorough study of the anatomy of the 
parts, then first performed on the cadaver, after 
which surface measurements are carefully made, in 
order that the dissection may be made with as little 
trauma to the tissues as possible. 
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PANCREATITIS.* 

By J. Chris. O'Day, A.B., M.D., Portland, Ore. 

Demonstrator of Anatomy, Northwest PaciHc College, Vis- 
iting Surgeon^ Good Samaritan Hospital, etc. 

Development. 

The pancreas makes its appearance at a time 
when the embryonic alimentary tract is represented 
by a short, straight tube. This tube occupies a 
central longitudinal position, with its mesentery di- 
rected backward. From an "anlage" just within 
this mesentery arises that part of the pancreas 
known is the dorsal outgrowth, while anteriorly to 
this, and upon the ventral surface of the tube, arises 
another portion, designated the ventral outgrowth. 
Just prior to the appearance of the latter, and in its 
near vicinity, the liver has reached the stage of duct 
development, so when the duct of the ventral pan- 
creas finally pierces its periphery, it is engaged 
by the common bile duct, entering the tube in con- 
junction through a common papilla. 

Meanwhile the dorsal pancreas or outgrowth has 
developed its ducts, the main one up to this period 
remaining blind. About this time a change is noted 
to have taken place in the tube. Its upper portion 
assumes a spindle shape, while a segment immediate- 
ly beneath is rotated the half turn upon its long 
axis. This is commonly spoken of in embryology 
as the "rotation of the duodenal portion to the 
right." 

In this way the mesenteric border is carried from 
the back to the front, including a reflection of the 
mesentery itself, later causing this part of the ali- 
mentary tract to be fixed. At the same time the 
mesenteric margin is brought forward and the ven- 
tral surface turned backward, carrying with it the 
ventral pancreatic outgrowth together with the com- 
mon bile duct and bringing into juxtaposition the 
dorsal and ventral pancreas for the future develop- 
ment and maturity of the gland as a whole. 

* Read before the Portland County Medical Society, May 1, 1918. 



When the ventral and dorsal outgrowths are 
finally brought into apposition by the rotation of the 
duodenum, a part of the common bile duct is sand- 
wiched between the apposing surfaces, future fusing 
making it appear that the duct actually pierces 
the head of the gland. Now comes the duct of the 
dorsal outgrowth through its peripheral pointings, 
piercmg the ventral gland on one end to anastomose 
with its main duct, while with the other it seeks 
to enter the duodenum just above the papilla of its 
fellow in common with that of the liver. 

In fifty per cent, of all cases examined this end 
of the dorsal duct had failed to leave the gland — 
much less to enter the duodenum, while in the fifty 
per cent, in which it had, it was patent in but ten 
per cent. Part of the head, the body and tail of 
the pancreas are developed from the dorsal out- 
growth which, leaving the mesentery, travels from 
right to left. Its duct, to where it anastomosed 
with the ventral duct, is named after Santorini, who 
first described it. In 1643 Wirsung discovered that 
"the pancreas is traversed by a duct that empties 
into the duodenum." This made the recognition of 
its function possible, and so that Wirsung be not 
forgotten, the principal duct of the gland retains 
his name. 

While the order of development I have mentioned 
is the usual one, it is not constant. Many vari- 
ations have been observed. 

The Pancreas as a Duplex Organ. 

That the pancreas is more than a producer of 
digestive fluid is now conceded by many physiolo- 
gists. The islands of Langerhans are being classed 
to-day with the ductless glands by many eminent 
authorities. It has been proven that their internal 
secretion presides over carbohydrate metabolism. 
The point of interest here in connection with these 
inter-acinar islands is that they are but seldom 
affected in pancreatitis. When they are, glycosu- 
ria ensues. 
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Bile and Its Relation to Pancreatitis. 

The blood supply of the alimentary tract was 
developed on different lines than that of other 
structures of the body in that the blood was not 
pennitted to return directly into the vena cava. In- 
stead, it was carried to a common collecting vein 
which finally distributed it throughout the liver 
for the establishment of the portal circulation. Why 
was this ? Indeed, the omniscience of a wise creator 
is shown in the answer ; for had the blood been re- 
turned directly into the general circulation from a 
viscus whose epithelial lining was to be the common 
and continuous host of infective micro-organisms, 
great danger to the blood, as a whole, would have 
been invited. For such blood, a portal with a sen- 
try must be provided; then should any of these 
infective organisms invade, they would meet deatSi 
without quarter. And later still, when that won- 
derous glycogenic function was imposed upon the 
same sentry, how ingeniously were all invaders 
converted into fuel, the heat therefrom being appro- 
priated to the needs of the body chemistry. 

Bile, being in part the bi-product of such blood 
sterilization, it occurred to us that it might be an- 
titoxic toward the regular order of bacteria inhab- 
iting the intestinal canal. On this theory the fol- 
lowing experiments were performed: Six dogs of 
various sizes and breeds were equally divided into 
two sets. The first set was opened up, the com- 
mon bile duct ligated and severed, and the gallblad- 
der converted into an external fistula. A sterilized 
diet was then given for a period varying from four 
to six months to each set of dogs and the results 
noted. Besides the difference in the color of the 
stools, which were very white in those oper- 
ated on, nothing of interest was recorded. With 
their bile flowing out at the side of the body, the 
usual degree of good health prevailed. At the end of 
four months a dog from each set was placed upon 
a putrid diet with which large cultures of strepto- 
cocci and staphylococci were mixed. The proof of 
our theory seemed to obtain. At first it was noticed 
that there was an increase in the amount of bile dis- 
charged per fistula ; its color deepened from a pale 
amber green to a dark muddy green. In three 
days this dog was still quite well, but the other 
had developed a most severe dysentery. The fourth 
day the dysenteric discharge was bloody and acrid ; 
tenesmus was marked. At times the stool appeared 
not unlike the bile from the other dog. The poor 
animal refused to eat further of the horrible diet, 
but lapped water greedily. All three dogs respond- 
ed in a similar way, but recovered following a slow 
convalescence. Note the striking difference in the 



dogs of the operated set. Constipation persisted; 
for periods varying from two weeks to as many 
months the health did not seem to change, then 
decline was rapidly followed by death. Post-mor- 
tem showed abscesses throughout the entire liver. 

At the time these experiments were performed, 
1904, in Oil City, Pa., the following were our con- 
clusions :*" When the antitoxic properties of bile are 
raised to a degree above what may be termed the 
normal it is irritating, if not escharotic, to the in- 
testinal mucosa." Again, "when infective matter 
is forced into the portal stream of an animal whose 
bile is not permitted to be reabsorbed from the in- 
testinal tract, the liver succumbs to the infection for 
the want of this natural antitoxic protection." Sub- 
sequent to the above experiments, Webster, of 
Chicago, in a paper before the Mississippi Valley 
Medical Society, pointed out from similar observa- 
tions that the so-called "auto-intoxication" is due 
to faulty functioning of the liver. 

At the time, the writer knew nothing of anaphy- 
laxis, but viewing it now in the light of a better 
knowledge of the subject, it would seem that neglect 
of its consideration would be a serious omission.f 
When an increase in the number of micro-organisms 
occurs in the intestinal tract, and the antitoxic or 
anaphylactic properties of the bile are thereby pro- 
portionately raised, its irritating effect would doubt- 
less be first manifested by a swelling of the mucous 
membrane lining the biliary passages. The mucosa 
of the duodenum below the papilla would suflFer 
next, and should the papilla be small, as many times 
it has been found to be, inflammatory occlusion of 
this orifice would follow. In this way would press- 
ure be produced within the ducts of both the liver 
and pancreas until a separation of the epithelial cells 
lining these passages had permitted escape into the 
blood through the intercellular spaces. This is the 
mechanism of the so called catarrhal jaundice, and 
is nature's safety-valve against pressure necrosis 
which otherwise would be disastrous. If the pan- 
creas were compelled to retain an influx of this irri- 
tating bile too long, pancreatitis would be the likely 
result. 

Cholelithiasis. 
That gallstones are an etiological factor in pan- 
creatitis is now too well recognized for comment. 
Back of this, we are assured that the nucleus of 
a biliary calculus is dead micro-oiiganisms. How 
such dead bacteria find entrance into the gallblad- 

tSince preparing this paper we read an article Trom the pen 
of Or. Ludvig Hektoen, of Chicago (Journal Amtrican Mtdtci 
Association, April 18, 1918), paffe 1081, on "Allergy or Aaaphrlaxia 
in Experiment and Disease." In this the essayist speaks of bloody 
aysentery as an anaphylactic manifestation. The article ahould be 
widely read. 
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der is a matter of conjecture, but expressions of 
recent opinions incline to or favor the indirect route 
of the portal system. 

When a stone has been forced into the common 
duct and begins its descent toward the duodenum, 
two points where it may become engaged have to be 
considered, namely, where the duct pierces the pan- 
creas and the distal extremity of the ampulla of 
Vater. Stones the size of a robin's egg have not 
infrequently been removed from the common duct 
between the junction of the cystic duct and the 
pancreatic margin. Below this the reinforcement 
of the pancreatic tissue limits the duct's capability of 
dilating ; but should a stone be so small as to reach 
the ampulla and obstruct the papilla, the secretion 
of each gland would be suddenly arrested, and un- 
less the duct of Santorini was patent within the 
duodenum, bile would beregurgitated into the ducts 
of the pancreas, and so suddenly that acute hemor- 
rhagic or necrotic pancreatitis would be likely to 
follow. It is in this very, class of cases that oper- 
ation is seriously interfered with by persistent hem- 
orrhage. This hemorrhage is not, as previously 
supposed, due to the jaundice. Experiments car- 
ried on by myself led us to conclude that it was 
entirely due to the presence of the pancreatic en- 
zymes that had been taken into the blood. Later 
we learned that pancreatin would retard the coagu- 
lation of blood in a vessel, and then assumed that 
absorption of pancreatic juice into the blood de- 
stroyed, to a degree in direct ratio to the amount 
absorbed, the fibrin ferment. When obstruction to 
the bile is independent — ^no matter how profound 
the jaundice — ^there need be no fear of hemorrhage ; 
its occurrence early in operating on such cases is 
an assurance that the pancreas, as well as the liver, 
has been obstructed. 

The cause of pancreatitis, whether acute or 
chronic, may, therefore, be looked for in occlusion 
of the papilla in cases where the duct of Santorini 
has failed to enter the duodenum and remain pat- 
ent, converting, as Opie has pointed out, the two 
ducts into a closed channel, with the entrance of 
bile into the pancreas or of the pancreatic juices 
into the bile passages. 

Post-mortem has repeatedly demonstrated that 
biliary calculi no larger than a grain of wiieat or 
a small pea are capable of obstructing the papilla. 
This fact has made many conservatives when cho- 
lecystectomy is being considered, for, whenever 
pancreatitis is even suspected, drainage through the 
gallbladder is the ideal treatment. 

As the diagnosis of pancreatitis is usually made 
on the operating table, I will not discuss it here. 



Severe epigastric pain, usually without vomiting, 
is suggestive, to say the least, and indicates incis- 
ion. In two instances the writer operated with the 
idea of having to deal with an acute perforative 
gastric ulcer, but exposure of the region revealed 
an acute pancreatitis. Areas of fat necrosis 
throughout the gastrocolic omentum directed our 
attention to the pancreatitis. 

It has been our custom to treat such cases by 
carrying drainage through a rent in the gastrohe- 
patic ligament down to a position well beneath the 
head of the gland. In addition to this, drainage 
has been established by a cholecystostomy. 



PASCALE'S OPERATION IN THE TREAT- 
MENT OF TALIPES EQUINO- 
VARUS CONGENITUS. 

By J. FoRMiCHELLA, M.D., Bridgeport, Conn. 

In reading the literature on this subject of ortho- 
pedic surgery we meet a series of theories regard- 
ing the etiology and a long list of operations 
suggested for the treatment of this complex de- 
formity. I think it worth while, therefore, to call 
attention to a most scientific and rational procedure 
originated by Prof. Pascale of the Second Surgical 
Qinic of Naples and performed by him and by 
most of the leading Italian surgeons with brilliant 
result. 

I remember that when about fifteen years ago 
Prof. Pascale began to treat talipes equino-varus 
by his new method, he was very well satisfied with 
the complete and permanent correction of the de- 
formity obtained. Now the number of operations 
reaches many hundreds, and the results have al- 
ways been excellent. Through the courtesy, of 
Prof. Pascale I had an opportimity of. reading his 
exhaustive communication* and of seeing him ope- 
rate on two children, aged about five and six years, 
respectively, while in Naples last December attend- 
ing the clinics. 

In both these cases ether was used for general 
anesthesia, and the field of operation disinfected 
with iodine tincture. The Professor made a curved 
incision, about one inch long, down to the bone, at 
the inner side of the foot, the middle point corre- 
sponding to the astragalo-scaphoid joint. The soft 
tissues, including the internal plantar artery and 
nerve, were retracted downward, and the lower 
calcaneo-cuboid-scaphoid ligament incised till the 
knife penetrated the astragalo-scaphoid joint. The 



* Dr. Giovanni Pascale. Piede torto varo-equino-congenito, 
communicazione alia X riunione della Societa Italiana di Chirurgia, 
Roma, 1896. (Ettratto dalla Gazetta internazionale di medicina piac- 
tica, anno III, 1890.) Napoli Stabil. tip. Cav. Gennaro Salvati, 1900. 



Digitized by 



Google 



244 



INTERNATIONAL 
JOURNAL OF SURGERY. 



Talipes Equino-Varus Congenitus 



August, 1012 



foot could then be straightened easily and given 
the desired abduction. The wound was closed with 
a couple of stitches and a plaster-of-Paris cast ap- 
plied, which was removed in ten days. It took 
but a few minutes to perform the operations, while 
in one of the children a complementary section of 
the tendo Achillis was resorted to. 

Etiology and Pathogenesis. 

To thoroughly understand Prof. Pascale's pro- 
cedure we must consider with him the pathogene- 
sis of congenital talipes equino-varus. The foot, 
whose function is to bear the weight of the body 
in the erect position, reaches in man its highest de- 
velopment as a sustaining apparatus and represents 
the most perfect architectonic type. The foot may 
be considered as a double vault, an antero-posterior 
and a transverse one, the latter being really a half 
vault, completed by the half vault of the other foot. 
The antero-posterior vault has three pillars, the pos- 
terior represented by the head of the os calcis, the 
other two anterior, smaller, represented by the heads 
of the first and fifth metatarsal bones. This vault 
holds its shape because the different bones consti- 
tuting it are united by strong ligaments, aided by 
the action of the tendons and muscles. The archi- 
tectonic type of the foot may be altered from dis- 
turbances, 1st, of the skeleton of the foot; 2nd, of 
the ligaments and muscular traction; 3rd, of the 
innervation; and 4th, of the gravity of the body; 
these give origin to the main deformities of the 
foot. 

The theory of the primitive alterations of the 
bones no longer has any followers. The tarsal 
bones ossify very late in extrauterine life and their 
alterations happen only as the result of static laws 
and of opposing pressure. Furthermore, the 
theory of the arrest of the development of the foot 
with the result of defective rotation is no more of 
importance. If so, why do we always have an ar- 
rest of development of the astragalus and scaphoid, 
while the front part of the foot develops normally ? 

According to the mechanical theory, if for any 
reason (loss of the liquor amnii, prolapse of the 
cord, narrowness of the uterus) the resulting as- 
phyxial state of the fetus is prolonged until the 
termination of intrauterine life, the small degree 
of varus, normal only in the beginning, becomes 
permanent and accentuated. This theory is ac- 
cepted by many, but if it were correct, we ought to 
have only an alteration referable to an exagger- 
ation of flexion according to a normal type. In- 
steadj the equino-varus foot presents a more com- 



plex deformity attributable to abnormal or inordi- 
nate muscular traction. In intrauterine life, on 
account of the great excitability of the spinal cord 
and of the cortex for abnormal peripheral stimuli 
or for autointoxication, the inhibitory centers not 
being developed, there may be primitive muscular 
spasms which give rise to congenital deformity, 
with alterations especially of the peri-articular liga- 
ments. Such deformities are likely to become worse 
as soon as the baby begins to walk, for static rea- 
sons. In the erect station the varo-equinus foot 
rests on the most convex part of the external bor- 
der corresponding more often to the cuboid, thus 
increasing the adduction and the inward flexion of 
the forefoot. The internal part of the body and 
of the head of the astragalus compressed between 
the scaphoid and the os calcis on one side and the 
bones of the leg on the other, will be impeded in 
its development, while the external part of this 
bone will grow freely; the consequence of this un- 
even development will be an aggravation of the 
inflection of the bone and therefore of the forefoot 
inward. 

Now, one word about the articular alterations: 
They take place constantly in the medio-tarsal joint. 
The main changes do not exist on the inner side of 
the foot nor in the deltoid ligament, but always in 
the plantar portion of the medio-tarsal joint. On 
opening the inner side of the astragalo-scaphoid 
joint the foot keeps its shape; while it is able to 
undergo abnormal movements if we freely open the 
plantar part of the same joint, cutting the calcaneo- 
cuboid-scaphoid ligament. Let us examine this 
ligament, which is of greatest importance. Ana- 
tomically there are two ligaments, viz.: (i) The 
calcaneo-scaphoid inferior, called also fibro-carti- 
lage (capable of ossification), which completes the 
articular surface of the scaphoid and is attached 
to the lower apophysis of the calcaneum, reaching 
the posterior inferior contour of the scaphoid. (2) 
The calcaneo-cuboid inferior, called also the great 
plantar ligament, in which we can distinguish two 
portions: a superficial one attached to the tuber- 
osity of the calcaneum and the tuberosity of the 
cuboid and the bases of the metatarsal bones with 
three or four digitations ; and the deep, shorter, but 
wider and stronger, originating at the deep por- 
tion of the calcaneum and attaching itself like a 
fan to the inferior surface of the cuboid. Sur- 
gically they can be considered as an unique liga- 
ment with median bundles constituting the fibro- 
cartilage, and external and internal bundles directed 
to the scaphoid and cuboid. 

From anatomical research and from the study of 
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the deep plantar ligaments of the medio-tarSal joint, 
we reach the following general conclusions: 

First. That the lower fibro-cartilage with its 
cartilaginous part constitutes an integral part of the 
astragalo-scaphoid articulation, which in this way 
becomes closed inferiorly. 

Second. That this altogether constitutes the 
strongest ligament of the joint. 

Third. That this fibro-cartilage has no direct 
relation with the astragalus above because it is not 
inserted to the head of that bone, and on taking 
off the astragalus we can see, at bird's-eye view, 
this fibro-cartilage intact. 

From a summary of our study it appears that: 

(a) The main alterations of the equino-varus 
foot reside in the neighborhood of the. medio-tarsal 
joint. 

(b) That the bones of the forefoot are normal 
(metatarsal and toes). 

(c) That the tarsal bones in children who have 
not walked, nor have undergone the influence of 
muscular action, do not show those signs of deep 
alteration that we encounter later in the skeleton 
of equino-varus feet. 

(d) That these osseous alterations appear la- 
ter, i. e., after walking and changed static condi- 
tions. 

(e) Finally that the equino-varus deformity is 
not simple but complex, and consists of : ( i ) Initial 
alteration owing to the disturbed mutual relation 
of the articular surfaces due to disordered muscular 
action (convulsive spasms, autointoxications, etc.) 
from reflex spinal or central cortical-irritation. (2) 
Altered shape and structure of the peri-articular 
ligaments, especially of those located in the deep 
plantar part of the medio-tarsal articulation. All 
the other alterations are consecutive. But, because 
the maximum of the deformity is in connection with 
the astragalo-scaphoid joint, it will be understood 
that the most distorted structure will be the fibro- 
cartilage already described in detail as constituting 
the integral part, inferiorly, of this joint. This 
strong ligament, on account of forced adduction 
and of twisting of the foot, becomes rigid, shorter, 
and deformed; and because it contains in its in- 
terior a cartilaginous nodule, it undergoes ossifica- 
tion, losing entirely every trace of elasticity, and 
unable to follow even the most limited movement 
of the articulation, which becomes solidly and per- 
manently fixed in this abnormal position, incapable 
of being corrected without freeing the joint from 
such abnormal restrictions. Now if we divide free- 
ly in the sole of the foot all this fibro-cartilage and 
all the fibers passing from the calcaneum to the 



cuboid (cuboid ligament), it will be easily under- 
stood how all the medio-tarsal joint will become 
freely open inferiorly and internally so that all the 
forefoot may be brought gradually into a position 
of abnormal abduction and dorsal flexion. As a 
rule in these maneuvres all the tissues yield and 
adapt themselves in a really wonderful way. How- 
ever, we must pay attention to the fact that while 
the repair of the tendons and aponeurosis is rapid, 
on the other hand the repair and correction of the 
skeleton is more tardy, nature employing months 
in processes of atrophy and formative activity of 
the bone tissue. 

Pascale's procedure has the following objects: 

First. To free the medio-tarsal joint from the 
ligaments which fix it in an abnormal position. 

Second. To reduce in a correct position the ar- 
ticular surface. 

Third. To keep the foot with bandages in cor- 
rect position for a while. 

Fourth. To compel the diflFerent bones of the 
foot to adapt themselves to the new static modifi- 
cation, allowing the muscles to functionate in these 
new conditions. 

The lower limb, in cases in which alterations ex- 
ist, also becomes corrected. 

Treatment. 

The methods now used may be divided into: 
I. Non-operative. II. Operative. 

I. To this series belong: 

(a) Massage, This alone is insufficient, but is 
of much aid to other methods, and useful after 
Professor Pascale's operation, which must be per- 
formed when the baby begins to walk. 

(b) Orthopedic apparatus, which alone is not ef- 
fective, although the little staflF with rigid splint 
having a plantar movable hinge is very serviceable 
in the beginning after the operation. 

(c) Forced straightening, a favorite measure 
with many surgeons (Delorme, WolflF, Koenig, 
Krauss, etc.), is not devoid of danger. Pascale's 
method is to be preferred, just as osteotomy to-day 
is preferred to osteoclasis. 

II. This comprises: 

(a) Tenotomies and aponeurotomies. These 
were first performed by Delpesh in 18 16 and ap- 
plied in 1830 to the treatment of minor talipes 
by Stromeyer. While the early result was good, 
reproduction of the deformity took place as soon 
as the scar tissue was re-formed. 

(b) Removal of one or more bones. The most 
deformed bones are the astragalus, scaphoid and 
cuboid. With removal of the cuboid the results 
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were poor ; with the Davy operation, viz., total tar- 
sotomy, extensively used, they were good. The 
operation consists in the resection of a bony wedge 
from the tarsus. Astragalectomy has proved un- 
satisfactory both as regards early and late results. 
It certainly does correct equinus; it allows flexion 
of the foot on the leg, but does not correct varus 
and the adduction persists. Championniere's pro- 
cedure or large bony extirpations is interesting. 
Championniere began extirpating the astragalus 
alone; later he added exsection of the scaphoid 
and cuboid ; then he went farther, removing all the 
bones of the tarsus except only the posterior part 
of the OS calcis, while in the most rebellious cases 
he resected the posterior part of the fifth metatar- 
sal bone. First he employed the plaster-of- Paris 
cast, later he recommended movements even eight 
to ten days after the operation. The early results 
are excellent, there being only shortening of the 
foot, but the late results are no better than those 
of cuneiform tarsotomy or the method par morcelU 
ment of Pean. 

Soon, however, the enthusiasm for bony resec- 
tions, more or less extensive, diminished and sur- 
geons went back to the method of the tendinous 
and ligamentous sections. The method adopted by 
Phelps in 1884 was a vertical incision correspond- 
ing to the astralago-scaphoid joint, wide enough 
to eventually allow the section of the tibialis anti- 
cus, and down to the bone. All the soft tissues 
of the region were incised ; next efforts were made 
to effect straightening, and if these were not suc- 
cessful, the ligaments were cut and the astragalo- 
scaphoid joint penetrated, tenotomy of the Achilles 
tendon completing the operation. Now surgeons 
are no longer enthusiastic regarding this method. 
In the Phelps method section of the astragalo- 
scaphoid ligament is not resorted to until a tenta- 
tive reduction has been made to correct the deform- 
ity. Kirmisson considers incision of the astragalo- 
scaphoid ligament and also of the Y ligament as 
a fundamental part of the intervention; he is not 
impressed with the importance of the calcaneo- 
cuboid ligament with its deep fibers. He leaves 
the wound open which, according to him, fills up 
with tissue which lengthens the inner side of the foot 
and effects a cure of the varus. Pascale's procedure 
takes advantage of the weight of the body of the 
patient, when standing, to keep in good position 
the articular surfaces before the tendons and the 
other fleshy parts have been completely regenerated. 
Carelli, Roth, Chillini, Soda, Castellani, Burci, Ja- 
cobelli, d'Antona, Durante, Alessandri, Ruggi and 



Palazzi employ Pascale's method with excellent re- 
sults. 

Professor Pascale's Method. 

First, a curved incision (2-4 cm. long) is made 
at the inner part of the foot following perfectly 
the arch of the deformity, so that the apex of 
the cut corresponds to the astragalo-scaphoid 
joint. Second, keeping close to the internal mar- 
gin of the abductor hallucis and to the vault 
of the foot, all the soft tissues of the vault, espe- 
cially the plantar artery and nerve, are retracted 
downward and protected. This is the most deli- 
cate step of the operation, but we succeed very 
easily, using as a guide the tendons of the flexor 
longus pollicis and common flexor, which lie close 
to the bony skeleton and directly upon the deep 
plantar ligaments, especially on the fibro-cartil- 
age and lower calcaneo-scaphoid-cuboid ligament. 
Third, extending the foot strongly and cutting 
from within outward and upward with a proper 
bistoury, it will be easy to incise the deep plantar 
ligament (lig. calcan. cub. scaph. infer.) and open 
the medio-tarsal joint, as will be immediately 
manifested by the failing resistance of all the 
forefoot. The deformity is now reduced. Fourth, 
we suture at once the soft tissues. Fifth, a plas- 
ter-of-Paris bandage is applied and this as a rule 
is removed between the eighth and tenth day; 
then a second is applied to be removed after 
twenty to thirty days, and so on several times. 
Finally, a rigid splint secured to the knee-joint, 
with a movable plantar joint fixed to a small san- 
dal of hardened leather is applied for the purpose 
of giving support during walking, so that adduc- 
tion and internal rotation will not occur. If be- 
sides the talipes equino-varus there is deformity 
of all the limb and valgus knee, we must employ 
an apparatus that reaches up to and is fastened 
to the pelvis. In most cases the valgus knee be- 
comes corrected. 

An operation like this, correcting such marked 
deformity without removing or resecting any 
part of the bony structures, without abolishing 
any circulatory or tropho-neurotic supply of the 
region, without producing any considerable ad- 
hesions from scar tissue, represents the ideal op- 
erative intervention. 

Inconveniences and dangers. Suppuration must 
be avoided by the strictest asepsis. Small ecchy- 
moses or necrotic spots of the skin are of trifling 
importance when they are aseptic. Relapse takes 
place when the cacaneo-cuboid-scaphoid ligament 
has not been entirely severed, or when the reduction 
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has not been maintained for a sufficiently long 
time. Letting the patient walk early, massage 
and electricity are complementary measures mak- 
ing for complete success. 

The operation has been performed with excel- 
lent result on boys up to the fourteenth year. 
An indispensable requisite is that the articular 
surfaces of the different bones constituting the 
medio-tarsal joint be free, allowing some motion 
between them, because when they are solidly ad- 
herent, when between the head of the astragalus 
and the scaphoid, the astragalus, the cuboid and 
the OS calcis on the outer side we have a real bony 
ankylosis and the vault has been replaced by a 
deformed mass, it becomes necessary in order to 
correct this deformity to perform a cuneiform os- 
teotomy, with the apex inward and upward to- 
ward the astragalo-scaphoid joint and the base 
forward and outward, embracing completely the 
calcaneo-cuboid joint and the mucous bursa 
which is always present. 



A CASE OF TUBERCULAR PERITONITIS 

TREATED BY INTRA-ABDOMINAL 

USE OF OXYGEN. 

By H. D. Meeker, M.D., New York. 

In April, 1908, an Italian boy, ten years old, was 
admitted to the Polyclinic Hospital. He was pale, 
undersized, very poorly nourished, and had a mark- 
edly protruding abdomen. 

Physical examination justified the diagnosis of 
tubercular peritonitis of the ascitic type, and oper- 
ation was decided upon. On opening the abdomen 
the peritoneum was found thickly sown with mili- 
ary tubercles, mostly discrete, although a few 
small conglomerate masses were in the omentum, 
mesentery, and upon the intestines. A few tuber- 
cles were felt on the surface of the liver. The peri- 
toneum was congested and coated with a thin layer 
of fibrin. A large amount of olive colored serum 
was found free in the peritoneal cavity ; no saccula- 
tions were discovered. After the removel of the 
ascitic fluid the incised peritoneum was sutured, 
leaving an opening which admitted a small, blunt 
glass tube, through which oxygen was passed into 
the abdominal cavity. The abdomen was distended 
until the wall was moderately tense, the tube with- 
drawn and the wound closed. 

The anesthetic was administered by an expert. 
Dr. James T. Gwathmey, but the child took it badly 
from the start. Cyanosis was marked, respirations 
feeble, the pulse ranging from 120 to 140, Upon 



the introduction of oxygen the cyanosis was re-? 
placed by a healthy pink blush, the pulse quick-* 
ly dropped to 100, and the patient began to come 
out from under the influence of the anesthetic al- 
most immediately. Subsequent nausea and pain 
were not of sufficient moment to demand any special 
consideration. The bowels moved spontaneously 
on the second day. The abdominal girth became 
progressively smaller, the distended veins in the 
abdominal wall less conspicuous. On the fifth day 
the abdomen was flat. Pulse and temperature were 
normal from the first day. There has been a pro- 
gressive gain of flesh and strength, and to-day, 
nearly four years later, the boy presents th6 appear- 
ance of a normal, healthy individual. 

The mode in which laparotomy has benefited this 
type of tuberculous peritonitis has been attributed 
to the relief of tension, the admission of air and of 
light, and to the removal of the exudation with its 
toxins. Japanese surgeons have made use of di- 
rect sunrays. It has been abundantly proved that 
the removal of the fluid by aspiration is not suffi- 
cient, but that an actual incision is required. 

The behavior of the case just outlined, led to 
the conviction that the intra-abdominal introduction 
of oxygen was entitled to a place in surgical ther- 
apy. In order to determine the value of the pro- 
cedure and establish it on a scientific basis, a series 
of animal experiments was carried out, the ob- 
ject of which was to study the beneficial possibili- 
ties of oxygen when introduced into the abdominal 
cavity and also to become acquainted with its possi- 
ble dangers. 

Experiments on Animals. 

The work was done in the Physiological Lab- 
oratory of the College of Physicians and Surgeons, 
New York, through the courtesy of Professor John 
G. Curtis. Credit for valuable assistance is due to 
Dr. James T. Gwathmey, who anesthetized the ani- 
mals. While realizing full well with what diffi- 
culty a cat's peritoneum is infected, nevertheless 
all operations were rendered as aseptic as possible. 

The first series was conducted to determine the 
absorbability of oxygen when injected into the ab- 
dominal cavity of the cat. The following technic 
was employed : A cat was anesthetized, the abdo- 
men shaved, and an incision made down to the per- 
itoneum. A small cannula was introduced through 
this tissue at a sharp angle while the peritoneum 
was lifted away from the intestines. The cannula 
was secured by a purse string suture of silk. The 
arrangement of apparatus made it possible to de- 
termine the amount, temperature, and pressure of 
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the oxygeti used. The gas was introduced at a 
temperature of 38 degree C. in some cases and 40 
degrees C. (104 degrees F.) in others. 

Several animals were distended with 200 c.c. of 
oxygen at 60 mm. water pressure, and others with 
400 c.c. at 200 mm. water pressure. After with- 
drawal of the cannula and closure of the wound the 
cat was immersed in a jar of water to determine 
possible leakage. The animals were observed at 
frequent intervals and reduction in the size of the 
abdomen noted. When the abdominal girth ap- 
proximated the normal, the cat was again anes- 
thetized, the abdomen punctured under water, and 
any gas bubbles expressed were collected and meas- 
ured. No chemical test of the gas thus collected 
was made. The summary of this series was as 
follows : 

1. Oxygen was completely absorbed in all cases 
left undisturbed seventy-two hours. In six cases 
no trace of the gas could be found after twenty-four 
hours, and in two cases none after eighteen hours. 

2. The. increased intra-abdominal pressure had 
but little influence in hastening the process of ab- 
sorption. 

The second, strits of experiments was performed 
to note the effect of the intra-abdominal injection 
of oxygen on blood pressure, pulse, respiration, its 
influence on the degree of the anesthesia and the 
time of recovery after the anesthetic had been dis- 
continued. A cat was anesthetized, a carotid ar- 
tery exposed and connected in the usual manner 
with a mercurial manometer and kymograph. The 
oxygen was introduced into the abdomen in ac- 
cordance with the technic previously described. The 
following observations were made : 

1. A slight increase in the pulse rate. This was 
probably due to a certain amount of the oxygen 
reaching the heart and stimulating that process 
which causes contraction of the heart muscle. This 
theory is borne out by the studies of Oehrwall, 
who found that a volume of blood sufficient to 
fill a frog's ventricle would maintain contractions 
for hours, provided the heart was surrounded by 
an atmosphere of oxygen. A heart brought to a 
standstill by a lack of oxygen could be made to 
beat again after an arrest of twenty minutes, by giv- 
ing it a fresh supply. 

2. A slight increase in respiration. This was 
probably due to a stimulation of the respirator}'' 
center, dependent upon an increased production of 
carbon dioxide, in turn a result of more active 
oxidation. 

3. There was a slight rise in blood pressure, 
which returned to normal in two or three minutes. 
The rise was probably due to pressure on the 



splanchnic vessels, thus assisting the venous flow 
to the right heart, while obstructing the arterial 
flow. The return to normal was probably due to 
a compensatory dilatation of other vessels and to 
diminished diaphragmatic excursions which would 
cause a lessened amount of blood to flow from the 
right to the left heart through less distended lung 
tissue. 

4. In all cases the immediate eflFect upon the de- 
gree of anesthesia was marked, the animal showing 
a tendency to come out from under the influence of 
the anesthetic almost immediately. In cases where 
the anesthesia was profound, reflexes quickly be- 
came active. 

5. Animals in which the oxygen had been intro- 
duced were able to stand up in from two to ten 
minutes after the discontinuance of the anesthetic. 

6. All reactions were more prompt when the 
heated oxygen was employed. 

In the third series of experiments a number of 
cats were distended with air, the same technic, 
quantity, pressure and temperature of gas being 
used as in the case of oxygen. The object w^as to 
effect a contrast with the previous experiments. 
The effect on the pulse and respiratory rate was 
even less marked; the blood pressure showed es- 
sentially the same phenomena as previously de- 
scribed. The influence of the introduction of air 
upon the degree of anesthesia was practically nil. 
The time required for recovery after the anesthetic 
had been stopped was from fifteen to twenty-five 
minutes. 

In the fourth series of experiments, several ani- 
mals were distended with oxygen under high pres- 
sure to determine the danger point of intra-abdom- 
inal pressure as manifested by a fall in blood pres- 
sure, respiratory embarrassment, and cardiac fail- 
ure. The gas was introduced in the same maimer 
as in the previous experiments, but the pressure 
measured by a mercurial manometer. 

The pressure was raised to the equivalent of 
1,800 to 3,000 mm. of water; in all cases the abdo- 
men was exceedingly tense so that it was scarcely 
possible to make any indentation with the finger 
tip. It was observed that the blood pressure rose 
steadily until the intra-abdominal pressure reached 
a point varying between 1,000 to 3,000 mm. of water, 
when it suddenly dropped. The heart action be- 
came more rapid and less regular, and respiratory 
embarrassment was progressive up to this point, 
when respiratory failure, primarily, and cardiac 
failure, secondarily, caused death in a short time. 
Autopsies revealed no macroscopic damage to the 
viscera. The effect on the animal of the high in- 
tra-abdominal pressure demonstrated that the 
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danger from the mechanical pressure of the gas 
in the human subject may be practically disre- 
garded. There was but a slight rise in blood 
pressure and no marked respiratory or cardiac 
disturbance until the pressure became extreme, 
i. e., a degree far in excess of that to which any 
human abdomen would be apt to be subjected 
either by accident or intent. In any case, the 
respiratory embarrassment would give warning 
of a danger point approach. 

The fifth series was performed to determine 
the effect of the intra-abdominal introduction of 
oxygen on the formation of adhesions. 

Abdominal section was performed on a number 
of cats. In some the parietal and visceral perito- 
neum was scarified, the abdomen moderately dis- 
tended with 200 to 300 c.c. of oxygen, according 
to the size of the animal, and the wound closed. 
In six animals, air was used instead of oxygen. In 
others the same operative procedure was per- 
formed but no gas introduced into the abdomen. 
In still other animals, in order to make the ap- 
proximation of the scarified surfaces a certainty, 
a portion of small intestine three inches long was 
anchored to the transverse colon by two silk su- 
tures. The approximated surfaces between the 
sutures were generously scarified, the abdominal 
cavity distended with oxygen in one series, with 
air in another, and the wound closed. This proce- 
dure was repeated on other animals and the 
wound closed, but without the introduction of 
oxygen or air. The animals used in this series 
were left for two, four, and seven days, respect- 
ively. 

The contrast observed on autopsy between the 
cats in which oxygen had been used and those 
in which no gas had been injected was striking. 
Of the twelve cats treated with oxygen, two had 
a few cobweb adhesions to the anchoring sutures ; 
one had a few fine adhesions between approxi- 
mated intestines; the others were free from ad- 
hesions of any sort. Adhesion formation was 
slight in the air cases, yet decidedly more marked 
than in the oxygen cases. In every instance, 
however, when no gas was employed, abundant 
adhesions were found, both inter-visceral and 
parieto-visceral. The difference between the ad- 
hesions found in the animals autopsied on the 
fourth and those autopsied on the seventh day 
was one of density rather than of numbers. The 
explanation of these results would seem to be 
that: 

1. Both the air and oxygen mechanically held 



the scarified surfaces apart until new cells had 
been produced. 

2. The oxygen increased the activity of the 
individual cells, thus hastening a new growth of 
epithelium to replace the destroyed peritoneal 
cells and to cover over the denuded areas. 

3. The increased intestinal peristalsis caused 
by the oxygen was unfavorable to the produc- 
tion of adhesions. 

In addition to the observations already re- 
corded, a striking change in the color of the 
blood was noticed upon the introduction of oxy- 
gen into the abdominal cavity of cats which were 
intentionally put into a condition of partial as- 
phyxia. The dark blood quickly changed to 
scarlet. It was also observed that the intestinal 
peristalsis was somewhat increased by an atmos- 
phere of oxygen. In no case was there macro- 
scopic evidence that oxygen was an irritant to 
the peritoneum or any of the abdominal viscera. 

A study of these experiments on the intra- 
abdominal introduction of oxygen in animals 
permits of the following conclusions: 

1. Oxygen is completely absorbed from within 
the abdominal cavity — (a) more rapidly when 
warm; (b) not affected by pressure. 

2. Oxygen is a slight respiratory stimulant. 

3. Oxygen is a slight cardiac stimulant. 

4. Oxygen has but little effect on blood pres- 
sure when the pressure of the gas is moderate. 

5. Oxygen tends to bring an animal out more 
quickly from deep anesthesia. 

6. Oxygen hastens the recovery of an animal 
after discontinuance of the anesthetic. 

7. A pressure of more than 1,800 mm. of water 
may cause collapse. 

8. Oxygen tends to prevent the formation of 
adhesions. It does so more effectively than an inert 
gas. 

9. Oxygen quickly changes dark blood to scar- 
let in case of anoxemia. 

10. Oxygen stimulates intestinal peristalsis. 

11. Oxygen is not an irritant to the peritoneum 
or abdominal viscera. 

It is chiefly to the active properties of oxygen 
that we must look for therapeutic possibilities. 
The organism may be regarded as an aggregation 
of living cells, each of which during life consumes 
oxygen and gives off carbon dioxide. Activity 
depends essentially upon oxidation ; consequently 
not only is oxidation necessary for existence, but 
the quantity absorbed must bear a direct relation 
to the degree of activity. Quinquand has demon- 
strated that not only is oxygen absorbed by all 
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living body tissues, but that the avidity of diflfer- 
ent tissues for oxygen varies greatly, the diflfer- 
ence doubtless being expressive of the relative 
intensities of their respiratory process. His ex- 
periments consisted of exposing one hundred 
grammes of tissues for three hours in an Mmos- 
phere of oxygen at a temperature of 38 degrees C. 
The quantity of carbon dioxide formed was ap- 
proximately proportional to the amount of oxy- 
gen absorbed (Cotnptes rendus de la Sotiete de 
biologic, 1890, No. 9). 

The accuracy of these observations has been 
confirmed by others. Inasmuch as oxygen has 
been proved to increase cell activity in all body 
tissues, is it not reasonable to assume that in 
certain abnormal conditions this fact might be 
utilized for the benefit of the individual? The 
mechanical advantages of the intra-abdominal in- 
troduction of oxygen are also important. The 
bactericidal properties of this gas when thus em- 
ployed oflfer an alluring field for investigation; 
this phase of the subject has been deferred for 
future study. 

Method of Administration in the Human 
Subject. 

The so-called pure or eighty-nine per cent, oxy- 
gen should be used. It is warmed to a tempera- 
ture of about 100 degrees F. by passing it from 
the tank in which it is compressed, through a bot- 
tle containing hot water, and then through a tube, 
preferably of metal, which is submerged in hot 
water. The gas enters the abdominal cavity 
through a rubber or blunt glass tube. The ab- 
dominal wound is closed except at the upper or 
lower end, where the tube is left partly in the 
cavity. Interrupted stitches are placed in the 
peritoneum at this point, but not tied, and a 
purse string loop is passed in the peritoneum 
around the tube. The other layers of the abdom- 
inal wall are sutured in the usual manner except- 
ing those around the tube. After sufficient oxy- 
gen has been passed into the abdomen, the tube 
is withdrawn, the peritoneal stitches quickly tied, 
and the succeeding layers sutured. 

A practical rule in determining the proper 
amount of oxygen to be used is to distend the 
abdomen until liver dullness is obliterated, hav- 
ing previously ascertained that the liver is not 
adherent to the abdominal wall. 

The tendency to collapse after the oxygen has 
been absorbed has been observed in some of the 
patients and should be guarded against. This 
may occur at any time after twenty-four hours. 



It has been seen only in cases in which the condi- 
tions had been extremely bad. The writer has 
used the oxygen intra-abdominally in a number of 
cases. No harmful effect has yet been seen ; on the 
other hand, many beneficial results have been ob- 
served. 

In conclusion I can but add that a study of the 
animal experiments and the results witnessed in 
the human subject would seem to justify the as- 
sumption that the intra-abdominal use of oxygen 
is entitled to an established position in surgical 
therapy. 



A CLINICAL TALK ON ECTOPIC GES- 
TATION.* 

By H. S. LoTT, M.D., Winston, N. C. 

The first thing for us to remember about ectopic 
gestation is, that it is a reality and not a myth, and 
that its victims are dying about us every day f ram 
rupture and hemorrhage — unrecognized. 

The symptoms of rupture are those of sudden 
loss of blood from any cause. They comprise 
chiefly sudden, violent, and "sickening pain," with 
a quickened pulse, pallor, and collapse, if the hem- 
orrhage is great and invades vital parts. 

Parry, of Philadelphia, whose classic portrayal 
of extra-uterine pregnancy excels all others in point 
of clearness, of clinical detail, and also as to the 
pathology concerned, says that rupture may occur 
as early as the third week, and in his tabulated 
cases took place most often in the eighth week and 
as late as the twentieth and even the twenty-eighth. 

Among the causes of this accident, Parry lays 
especial stress upon the "emotions." He cites a 
number of cases in which fear, anger, and sudden 
shock were so closely related that they must have 
had a causative influence. He says, "At first no 
importance was attached to the matter, but closer 
study led to the conclusion that we cannot deny the 
influence of strong emotions, occurring during or 
shortly after intercourse, as a cause of extra-uter- 
ine pregnancy." This fact is further borne out in 
the statistical evidence that more ectopic gestations 
occur in women who are guilty of illicit intercourse 
than in those in the marital relation. No doubt 
physical distortions and functional derangements 
play their part, and an important one ; but the bulk 
of evidence is in favor of the emotional factors 
being paramount. 

Ectopic gestation is the more comprehensive 
term, embracing, as it does, all varieties of erratic 
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conception; whereas extra-uterine pregnancy only 
applies to those cases in which the implantation is 
beyond the limits of the uterine wall. Various good 
classifications have been made, but that of Parry 
seems to me the most simple and practical one. 

Parry's classification embraces the following 
classes: i. Tubal pregnancy. 2. Ovarian preg- 
nancy. 3. Ventral or abdominal pregnancy. 

1. Tubal pregnancy has the following varieties: 

(a) Tubo-ovarian, the ovum being arrested 
in the pavilion, which contracts adhesions 
with the ovary. 

(b) Tubo-abdominal, the ovum being arrest- 
ed in the same locality. The tube may 
contract adhesions with neighboring or- 
gans. If it does not, the chorion may pro- 
ject into the abdominal cavity, with a part 
of its surface bare. 

(c) Tubal proper, the ovum being arrested be- 
tween the pavilion and that portion of the 
oviduct which traverses the uterine wall. 

(d) Tubo-uterine, the ovum being arrested in 
that portion of the tube which passes 
through the uterus. 

2. Ovarian pregnancy presents the following va- 
rieties : 

(a) Ovarian proper. The ovum is contained 
in the ovary, that organ remaining free 
from adhesions. 

(b) Ovario-tubal. The ovum is contained in 
the ovary, which contracts adhesions with 
the pavilion of the tube. 

3. Ventral or abdominal pregnancy occurs as: 

(a) Primary. The ovum is developed from 
the outset in the peritoneal cavity. 

(b) Secondary. The development commences 
in the tube or ovary, the cyst ruptures, the 
ovum escapes and continues to -live and 
develop in the peritoneal cavity. 

Now, this division of the classes into varieties is 
valuable, and if such fine distinctions could be made 
in differentiation at the outset, before the inevitable 
accident and before the abdomen is opened, this 
would have practical bearings upon the prognosis 
and treatment; but we know that such is not the 
case, as the following clinical discussion will testify. 

Certain conditions are distinctly surgical; ectopic 
gestation is one of these. Just why it occurs, the 
various theories advanced have not explained to 
our entire satisfaction. That it does occur, and fre- 
quently, is the main fact of vital interest. Most 
cases are supposed to have a previous history of 
sterility, but that this is not invariably the rule T 
will show directly. The accident is most frequent 



in women who have never borne children; but to 
this also there are exceptions, showing that the im- 
pregnated ovum may pursue this erratic course and 
implant itself upon soil beyond the uterine cavity 
at all times throughout the child-bearing period. 

The various points at which such an impregnated 
ovum may stop and begin its growth may be traced 
from the ostium internum of each Fallopian tube 
throughout the extent of their lumen ; or migrating 
further and leaving the tube by way of the ostium 
abdominale, it may drop into the peritoneal cavity. 
There it may graft itself near the ovary, or, most 
likely, within the folds of the broad ligament, and 
from this site, as its growth advances and if the 
woman survives the rupture, which is sure to come, 
it may, at last, find its way into the retro-uterine 
pouch of Douglas. 

Implantation, with growth of the ovum at any 
of these points beyond the uterine cavity, is sure to 
bring disaster. Those cases where gestation occurs 
in the proximal half of the tube seldom reach the 
surgeon, as they are most apt to prove fatal at the 
time of rupture and die without the condition being 
recognized or are reported by the coroner. 

Ruptured ectopic gestation is a clear case of 
bleeding from a torn artery; and, in the light of 
to-day, should be recognized and the patient saved. 
Would you hesitate in the presence of a stab wound 
of the femoral artery, or would you cut down and 
tie the bleeding vessel? 

The diagnosis, with the clinical picture once es- 
tablished in our minds, should not be difficult. In 
most cases there is a history of several years of 
sterility ; then a suspicion of pregnancy ; and during 
the early months, either with or without slight 
menstrual "show," the sudden occurrence of "in- 
tense abdominal pain, followed by anxious counte- 
nance, acute anemia, and collapse" (Price). Any 
case in doubt will become clear upon making the 
incision through the abdominal wall, as the omen- 
tum will be found black — flooded with blood. 

Of those cases occurring in the distal half of the 
tube, with growth and development there and else- 
where within the range of possibilities, two notable 
ones have come under my observation. 

The first one was a colored woman, seen in con- 
sultation. She was about twenty-six years of age 
and had been married several years without any 
pregnancies. Her attending physician reported that 
she had been suffering for several days with very 
severe abdominal pains, and that h3rpodermics of 
morphia failed to give her entire relief. The pa- 
tient's condition, when I visited her, bore out his 
description. I found her lying on the bed moaning 
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with the pain and unable to keep in one position. 
Seating myself at the bedside, I watched her for a 
while. The woman seemed to be well nourished 
and in very good physical condition. Her eyes 
were clear and bright, the tongue clean, and the 
lips of a healthy color. The breasts gave no dis- 
tinctive evidence, and there was no distention of the 
abdomen. The pains were distinctly recurrent and 
paroxysmal, the woman's attitude during the 
height of their intensity suggesting an expulsive 
character. As the wave of pain arose, the pulse 
would quicken, and she would change her position 
constantly in the bed and make very bitter com- 
plaint of her sufferings. 

Upon making a vaginal examination, I found 
very little to help me. There was a normal virgin 
uterus in relatively good position. No mass could 
be detected on either side, and there was no marked 
tenderness at any given point in the vaginal vault. 
In passing the hand over the abdominal wall the 
sensitiveness of the left side was slightly more 
marked, but in the general hyperesthetic state of 
the woman this gave little guide as to any localized 
focus or point for attack. 

The woman's menstrual periods had been fairly 
regular, some pain at each time, but not excessive 
in degree. It was now six weeks since she had 
menstruated, the flow failing to appear when last 
due. 

Believing that such was the case, I told the at- 
tending physician that the patient had an extra- 
uterine pregnancy, and advised an immediate oper- 
ation for her safety and relief. In sheer desper- 
ation my diagnosis was accepted, and on the fol- 
lowing morning she was placed on the table in a 
negro cabin. 

The abdomen was opened in the median line. 
Upon introducing the exploring finger the uterus 
was found and normally located. The tube and 
ovary of the right side were free and normal. On 
the left side the tube and ovary were fixed to the 
pelvic floor, and at about the middle the tube was 
expanded and occupied by a gestation sac, about 
the size of a walnut. This was on the point of rup- 
ture, which occured almost as soon as the fingers 
came in contact with its presenting surface. Ac- 
companying the rupture, there was escape of a 
small quantity of watery fluid. Fearing hemor- 
rhage, I at once enlarged the rupture opening and 
removed from the cavity a spongy mass entire, 
which proved to be a complete placenta about the 
size of a silver dollar, with normal uterine and fetal 
surfaces. No fetus was found. 

Placing a silk ligature about the tube, close to 
the fundus, and also one near its distal extremity 



beyond the point of expansion, I excised the por- 
tion of tube between the ligatures. Feeling that 
I had accomplished my object in removing the 
product of conception, no attempt was made to 
loosen the ovary from its fixed position to the pel- 
vic floor. 

Inspection of the portion of tube removed con- 
firmed the feel it had given to the fingers, viz., that 
it was an expanded Fallopian tube, having har- 
bored a gestation sac and being on the point of rup- 
ture. 

Being in some doubt as to the perfect toilet of 
the operation, and for the sake of safety, a gauze 
wick was carried down to the site of removal and 
brought out at the lower portion of the incision. 
Above this point the abdomen wa§ closed, with 
interrupted through-and-through silkworm gut 
stitches. 

The gauze was removed after twent>'-four hours, 
and from this time on granulation was rapid and 
healthy. The upper portion of the wound united 
by first intention, the stitches being removed on the 
tenth day. The patient's recovery, with immediate 
relief of distressing symptoms, was practically un- 
eventful. 

This case seems to me to be of interest for sev- 
eral reasons: Thus the gestation could not have 
been more than six weeks advanced, and up to the 
time of writing this, I had seen no report of so 
early a case. Again, the diagnosis was necessarily 
made from the rational signs only, guided chiefly 
by the recurrent and paroxysmal character of the 
pains, which were exaggerated, no doubt, because 
of the erratic location of the gestation sac. Finally, 
this case leads us to believe that it is an inherent 
power of the ovum and not the peculiar structure 
of the uterine walls which causes the normal, rhyth- 
mic contractions of pregnancy and child-birth. 

The second case was a much simpler one, inas- 
much as the diagnosis, at the time of my visit, was 
comparatively easy. The patient was white and 
about thirty-five years of age. She had given birth 
to seven children, and at the time of this accident 
there was one child two years old, just weaned. 

I was asked to see her in consultation at her 
home, nine miles in the country. The history given 
was that some weeks before, while in town, she had 
a sudden, severe pain in her ''stomach" followed by 
a "fainting spell." She was given a sedative and 
ordered to keep quiet for a while before being taken 
to her home. Since that time she had, for the most 
part, been confined to her bed, with frequent re- 
currence of "fainting spells," either after or with- 
out much exertion. Having a child at the breast, 
the irregularities in the menstrual flow, or even its 
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seeming absence, had given no solicitude, and she 
had not believed that she was pregnant. 

At the time of my visit she looked as one who 
had lost much blood; the face was blanched, the 
pulse quick and thready, and the slightest exertion 
would cause a "fainting spell." 

Upon physical examination, the abdomen was 
found to be somewhat full and very sensitive. En- 
tering an ample vagina, the finger detected a uterus 
which had the feel of a subinvoluted rather than 
of a pregnant one. On either side of the cervix 
throughout the vaginal vault there was a fullness, 
somewhat like that of a presenting bag of waters, 
although of rather more resistance; while behind 
the cervix, bulging well down from Douglas' pouch, 
and covered only by the retro-vaginal wall, was 
unmistakably either the leg or the arm of a fetus, 
four or five months advanced. 

The diagnosis of extra-uterine pregnancy being 
concurred in by the attending physician, the gravity 
of the woman's condition was explained to her and 
her family, and it was decided to remove her to 
the Twin-City Hospital. Being nine miles distant 
and a very rough road to travel, this was rather a 
serious matter for a woman almost in collapse. 
However, with stimulants and careful driving, it 
was accomplished, the patient reaching the hospi- 
tal in safety. Although it was near midnight, no 
time was lost in preparing her for operation. 

With a pair of long, half-curved and sharp-point- 
ed scissors the vaginal vault was punctured just be- 
hind the cervix, and just where could be felt the 
presenting part of the fetus. Introducing the fin- 
gers of the left hand and exchanging the sharp for 
blunt-pointed scissors, this opening was rapidly en- 
larged to each lateral wall. To grasp its lower ex- 
tremities and deliver the five months' fetus through 
this opening was a very quick and simple matter, 
and one that was accompanied by an immense gush 
of black fluid blood and clots. The quantity of 
this I am afraid to estimate, but it was very large, 
being the accumulation of several weeks' hemor- 
rhage. 

Being told that the patient had no pulse I 
asked that she be given some salt solution, and 
working as rapidly as possible, by passing my hand 
well up into the cavity, which was on the right 
side of the uterus, I emptied it of blood clots and 
cleared away as much of the placental growth as 
seemed consistent with the safety of the structures 
to which it was attached. 

The flow of black blood was really alarming, and 
several times the patient was thought to be dead; 
but I irrigated the cavity with several gallons of 



hot saline solution and, finally, by using very long 
and rather heavy wicks and carrying them high up, 
I packed it pretty full of gauze. She was taken 
from the table breathing occasionally and with a 
very feeble pulse. 

For several days and nights after this it was a 
case of anxious watching and waiting, as the thread 
of life had been stretched to a very small filament 
indeed. Stimulants were given constantly, and the 
cavity was irrigated once or twice in each twenty- 
four hours with several gallons of hot normal sa- 
line solution, until at last the glimmer of hope on 
the faces of the faithful nurses who had given me 
their help was also shared by me. 

A most interesting feature in the after care of 
this case was the sympathetic involution of the 
uterus, as this process progressed in the neighboring 
structures where the gestation had occurred. 

Beginning soon after the removal of the fetus, 
at each irrigation there would be quite a free and 
pinkish flow, just like the normal lochia, from the 
mouth of the uterus. This continued for about ten 
days, gradually lessening in quantity, and finally 
bringing away shreds like cast-off mucous mem- 
brane. During this time the entire uterus dimin- 
ished much in size and the cervix lost its full, con- 
gested appearance. 

The recovery of this patient was very slow and 
tedious, but after five weeks in the hospital she 
returned to her home in pretty good condition. 
Within the eighteen months following this acci- 
dent she conceived, and carried a normal pregnancy 
to the seventh month, and from that time her health 
has been most excellent. 

This case is an exception to the rule that ectopic 
gestation occurs either in women who have never 
boine children, or that its occurrence is preceded 
by a prolonged period of sterility. It also seems 
of interest because of the unmistakable history, 
which, coupled with the physical examination at the 
time of my visit, made the diagnosis comparatively 
easy, and also made us feel very sure that, in spite 
of her condition being almost one of extreme col- 
lapse, operation was the only available means for the 
safety of the patient. 

Removing the fetus through the vaginal vault 
was not the method of choice, but the patient was 
in extremis, and this seemed really the quickest 
way and the one which nature had pointed out for 
her relief. 

Going in from above and making a clean removal 
of the ruptured, tube, with safe ligation of all bleed- 
ing vessels, would have been a much more complete 
operation, lessened the subsequentdangers, and 
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greatly hastened her convalescence, provided she 
could have survived the more prolonged tax on her 
vitality. This was the question confronting me, 
and while I did not favor the vaginal route, I felt 
that I must defend not only a principle and a pref- 
erence, but the life of my patient as well. 

Since the report of these cases and in later years 
I have had a number of cases of ectopic gestation, 
all of which were operated on through an abdomi- 
nal incision, and the subsequent histories of almost 
all have been satisfactory. 

Two, however, were of imusual interest — one 
of these because of a recurrence in the opposite 
tube within a few years. In this case I was se- 
verely reproached by the patient for not complet- 
ing my work at the former operation. The other 
one ended in a double tragedy. The mother had 
gone some weeks beyond full term, when I removed 
a fine, living boy from the abdominal cavity. He 
was handed over to the nurse, but lived only a short 
time. As the placental growth was deep and ex- 
tensive, after weighing well the risks, I determined 
to attempt its removal rather than to subject her 
to the dangers of sloughing and infection; but the 
shock and the hemorrhage were too great, and the 
end came before she was removed from the table. 
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A Report of the International Congress on Syph- 
ilis, Held at Rome, April, 1912. 

By Charles M. Harpster, M.D., Toledo, Ohio. 

Surgeon to Toledo Hospital; Chairman, Section on Derma- 
tology and Genitourinary Surgery, Ohio State Medical 
Association, 1912; Member of International Con- 
gress of Tuberculosis, International Congress 
of Syphilis, and Deutsche Gesellschaft 
fuer Chirurgie, 1912, etc. 

It was my privilege to attend the International 
Congress on Syphilis at Rome, April 8 to 13, 1912, 
through the kind invitation of Dr. A. Ravogli, of 
Cincinnati, Ohio, the secretary for the United 
States, and to meet members of the profession from 
all over the civilized world. Morris and McDon- 
agh, of London; Finger of Vienna, Hoffmann of 
Bonn, Ahrendt of Berlin, Hallopeau and Milian of 
Paris, and various other noted authorities express- 
ed their opinions fully regarding the use of salvar- 
san. Ehrlich and Wechselmann unfortunately did 
not appear to defend their position and to substanti- 
ate the claim by true clinical evidence that this rem- 
edy was a cure for primary syphilis in a single dose 
or in several doses. 



It was the unanimous opinion that salvarsan was 
not a specific for syphilis in a single dose. In its 
use the method of McDonagh of London, I think, 
should be followed as the safest and most reliable. 
It is not fair to the profession or to the patient to 
give him one or two intravenous injections of sal- 
varsan and then discharge him as cured. 

It is very generally conceded that mercury alone 
seldom cures syphilis, although this statement is de- 
batable to some extent. Up to this time no medica- 
ment or senun has been discovered that is a specific 
in a single dose or in several doses. 

McDonagh of London in a series of 800 cases in 
which salvarsan was used described his method as 
follows : Seventeen hours after his first intraven- 
ous injection of 0.06 gm. he makes a Wassermann 
test, and if negative, again in forty-eight hours. If 
after seventeen hours a positive reaction is obtained 
another intravenous injection is given in one wedc. 
If after seventeen hours the reaction is negative, 
but has become positive in forty-eight hours, a sec- 
ond dose is administered in one week. The same 
procedure is followed after each injection until no 
positive Wassermann is present after seventeen 
hours for the first three injections. A similar plan 
is resorted to in the succeeding injections, except 
that the interval is increased to two or three weeks, 
depending on the convenience of the patients. Mc- 
Donagh has given as many as nine injections in a 
single case. He maintains that a positive Wasser- 
mann is not obtained in non-syphilitic cases by sal- 
varsan, and that in syphilis a positive cure is indi- 
cated by a negative Wassermann seventeen and for- 
ty-eight hours after injection. In connection with 
salvarsan metallic mercury 2 grains is given with 
each injection, intravenously. I think mercury 
should be continued after the last injection of sal- 
varsan for a period of some months, although Mc- 
Donagh does not advise it, and a Wassermann 
made occasionally as a safeguard to the patient. He 
thinks that by this method of combining salvarsan 
and mercury syphilis can be cured, although fur- 
ther observations are necessary and more time must 
elapse before he is willing to make a definite state- 
ment. 

In some cases where several injections had been 
made and a negative Wassermann had been secured, 
the time of taking the blood for the test was not 
the period when the blood would have shown a posi- 
tive reaction, and both the physician and the patient 
have been deceived. In view of our present knowl- 
edge, it is very wrong to promise a cure for syphilis 
with only a few treatments. 

Hoffmann has had five cases in which severe 
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symptoms of collapse followed the intravenous in- 
jection of salvarsan. He considers venesection in- 
dicated, while Ehrlich advises lumbar puncture in 
such cases of meningismus to relieve the intral- 
spinal and intra-cranial pressure. 

Hoffmann recommends salvarsan intravenously 
in full dose, one injection every week until three or 
five are given, combined with the use of gray oil 
(i gr. metallic mercury each dose) over a period 
of one year — six courses of thirty days each with an 
interval of thirty days between each course. 

We must not lose sight of Plehn's statement, how- 
ever, that in some cases where an infection has 
been contracted in early youth and the patient has 
been for many years in perfect health, a positive 
Wassermann may be secured late in life. 

The demonstration of the spirochaete pallida by 
Hoffmann and the serum diagnosis enable us to es- 
tablish the presence of a syphilitic infection without 
a clear clinical picture to aid the diagnosis. 

It has been proved experimentally that general 
metastasis of spirochaetes takes place in some in- 
stances before the primary sore is clinically devel- 
oped. Further it has been proved, through experi- 
ments with trypanosoma and in spirochaete diseases, 
that we can accomplish an absolute cure more surely 
and more easily, the sooner the treatment is begun. 
Therefore, in the general treatment of syphilis we 
must not lose this most favorable moment to 
achieve a speedy and radical cure. 

Treatment must be commenced as soon as possi- 
ble after a diagnosis is established. For this pur- 
pose the demonstration of spirochaetes and the 
serum diagnosis should be made use of in every 
suspicious case. But even if the diagnosis is uncer- 
tain, the treatment should be initiated, at least in 
especially important cases, as for example, in mar- 
ried people. For nowadays through the aid of the 
serum method it is ppssible to establish the true con- 
dition in cases which are only suspicious by mak- 
ing repeated examinations over an extended period 
of time. We can tell whether the freedom from 
symptoms is due to a latency or an actual cure. 

There exists no certain evidence to justify the 
old supposition, that cured syphilis leaves behind 
a true immunity. Animals actually cured — and 
quite surely, too, the human species — are capable 
of being reinfected. The second infection can take 
the course of the first one. However, in constitu- 
tional syphilis, especially during the first years fol- 
lowing infection, a marked degree of insusceptibil- 
ity of the skin does exist to a fresh inoculation, 
even if it is not absolute. But through especially 
jenergetic methods of inoculation, and using mate- 
rial abounding in spirochastes, the insusceptibility 



can be overcome and a local super-infection pro- 
duced. 

Before syphilis has become constitutional (dur- 
ing the first weeks following infection) additional 
inoculations, whether with foreign or with the self- 
same virus, are followed without difficulty by fur- 
ther primary sores. Also, years after infection, 
when the disease is in process of healing, inocula- 
tions may have a positive result, if they are made 
in a region of the body free from the influence of 
the previous constitutional affection. Consequently, 
super-infection can occur, although only under spe- 
cial circumstances. 

The form in which the product of a super-infec- 
tion manifests itself depends entirely on the "spe- 
cial reactive faculty of the tissues" present in the 
diseased individual. Quite healthy tissues not yet 
vitiated react in the form of primary sores. The 
tissues of individuals affected with secondary ma- 
lignant or tertiary syphilis show corresponding sec- 
ondary, malignant or tertiary lesions. Neverthe- 
less, in the late tertiary period one meets with 
lesions exceedingly closely related to the primary 
forms. These can be explained as a reappearance 
of the normal conditions of reaction of the tissues 
in the region in question. 

So far, in animals, no one has succeeded in dis- 
covering a method of either active or passive im- 
munization serum therapy. Perhaps the investiga- 
tions of Kraus and Spitz allow us to assume that 
an immunity-treatment may yet be found ; and also 
the possibility of establishing an immunization by 
means of pure cultures cannot be rejected. 

Whenever practicable treatment is commenced 
after infection as a preventive measure before the 
metastasis of the spirochaetes has occurred (the 
Wassermann reaction being still negative), or an 
abortive plan is instituted as soon as possible after 
the supposed dissemination, for after the disease 
has become constitutional the general treatment is, 
and always will be, the principal one, however much 
importance be attached to local and regional meth- 
ods. 

Antisyphilitic treatment without constant employ- 
ment of the serum diagnosis is to my mind incon- 
ceivable. Since the absence of clinical symptoms 
affords absolutely no information as to the true con- 
dition of a syphilitic, the serum diagnosis is in all 
such cases quite indispensable. The positive reac- 
tion is a certain proof of the existence of an infec- 
tion, when obtained at the proper time. Also the 
negative reaction, correctly estimated, provides very 
valuable and usually decisive data for diagnosis as 
well as treatment. 

The serum diagnosis has.j^Yeoj^s^cuextremely 
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important, although very disturbing, knowledge 
that our previous treatment of syphilis in the ma- 
jority of cases was totally inadequate. Accordingly, 
it must be fundamentally altered in the future. 

I am convinced that the majority of S3rphilitic 
persons have remained uncured. In support of 
this, on the one hand, we have the great number of 
post-syphilitic diseases affecting the heart, aorta and 
the central nervous system, and, on the other hand, 
the rarity of re-infection. In the future our treat- 
ment must not rest content with a clinical absence 
of symptoms, it must achieve a lasting negative 
Wassermann reaction, taken at frequent intervals. 

General treatment must be as energetically car- 
ried out as the organism of the patient can bear in 
every case. The curative effect is dependent on the 
quantity of the remedy administered. Consequent- 
ly, those methods are to be preferred which offer 
the greatest certainty that the desired quantity is 
actually introduced with a minimum of bodily 
harm. In other words, injections are preferable to 
inunction and oral administration. 

The true remedies for syphilis — I mean those 
which not only remove symptoms but also possess 
the power of killing spirochaetes — ^are, as has been 
experimentally proved, the following: 

1. Mercury. 

2. The atoxyl group, arsenophenylglycin and sal- 
varsan. 

3. Antimony preparations. 

Much more uncertain are the iodides and quinine 
preparations. 

For the treatment of human syphilis the atoxyl 
group is excluded owing to its more or less danger- 
ous action upon the optic nerve. However, mercury, 
arsenophenylglycin, and 606 are valuable and al- 
ways to be employed. They are actually indispen- 
sable remedies, because they accomplish most ex- 
cellent cures within dosage limits nearly always 
non-injurious. 

Up till now we have not had sufficient experience 
with tartar stibiatus, but sometimes it acts excel- 
lently. Experimentally, its strong spirillicidal ac- 
tion has been proved. 

Although mercury and 606 singly employed for 
a sufficient length of time in strong enough doses 
can perhaps accomplish the desired cure, surely the 
combination treatment is to be preferred. Such a 
combination of mercury and 606 offers the follow- 
ing advantages: With each drug one can keep 
well below the harmful dose, but through their con- 
joint use a strongly acting total dosage is obtained. 

We are justified in supposing that some spiro- 
chaetes react better with mercury, and others better 
with arsenic preparations* The manner in which 



these attack and destroy the organisms is different; 
it must therefore be beneficial to utilize both meth- 
ods of attack. 

There is every probability that by employing in 
addition the antimony preparations the combination 
cure will be rendered still more potent and reliable. 

Although it cannot be denied that occasionally a 
"therapia sterilisans magna" in the sense of Ehrlich 
is possible and actually occurs, nevertheless from 
the practical standpoint of antisyphilitic medication 
at the present time, the chronic method of treat- 
ment must still be adhered to. This is to be accom- 
plished, on the one hand, by using acutely acting 
and spirochaete-destroying means, and, on the other 
hand, by remedies with a slow action. At any rate, 
the spirochaetes should be subjected to the lasting 
action of their antidotes for a year or perhaps 
longer. 

In the course of the first year the occurrence of 
several negative reactions permits of a certain mit- 
igation and diminution of the treatment, but this 
must not mislead us into a complete abandonment. 

Late cases which show a positive Wassermann re- 
action with or without tertiary manifestations re- 
quire an especially vigorous and consistent form of 
treatment. For experience has taught us that the 
transformation of a positive into the negative re- 
action is much harder to achieve than in early 
cases. The causes for this are quite unknown, 
granted that we can rely on the positive reaction. 
Perhaps this is attributable to "spore" formation 
(Pollitzer), or perhaps there exists a purely me- 
chanical inaccessibility of the encapsuled syphilitic 
parasites. Hence follows the recommendation to 
combine the essentially spirillicidal remedies with 
the employment of other agents, such as iodides 
and similar preparations, in the hope of loosening 
the imprisoning walls. Touton speaks of a "mobil- 
ization" of the locked-up walls. 

Neisser says, "Since the discovery of 606 we have 
adopted the following principles of treatment: 

"i. Commence as soon as possible. 

"2. Employ large doses of 606 repeated several 
times. At first we followed the intramuscular 
method, but now almost exclusively the intraven- 
ous method. Instead of the intramuscular injec- 
tion of 606, I now inject 0.3 to 0.5 gm. of arseno- 
phenylglycin, once a week, for three or four weeks. 

"3. Almost in every case this is combined with 
thorough mercurial medication. The total dose of 
mercury given for one cycle should be about 0.7 
gm., mostly in the form of oleum cinereum injec- 
tions, with perhaps some asurol injections as well. 

"4. Always continue the treatment for one year 
at least, so that a permanent, strong, and constantly 
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renewed action of the remedy is going on against 
the spirochaetes, whether it be with 606 alone or 
606 and mercury. 

"This method of procedure, I am convinced, ex- 
plains why we have scarcely ever seen a relapsing 
nerve affection (neurorecidiv)." 

He further says, "We have apparently either pre- 
vented the formation of nests of spirochaetes which 
are answerable for the relapse, or we have destroy- 
ed them early enough before they could give rise to 
a sjrphilitic process either in the nerve itself or the 
tissues surrounding it — ^a syphilitic process involv- 
ing danger to the nerve either through the local in- 
flammatory reaction resulting from the remedy in- 
troduced, or through a more or less complete pre- 
vious destructive process." 

In no case whatever can well substantiated proof 
be brought forward that this "neuro-relapse" is of 
a toxic nature. 

701-3-5 Madison Avenue. 



FURTHER OBSERVATIONS ON PRURI- 
TUS ANI: ITS PROBABLE ETIOLOGIC 
FACTOR, RESULTS OF TREAT- 
MENT.* 

A second report, based on the results of original 
research. 

By DwiGHT H. Murray, M.D., Syracuse, N. Y. 

My original paper on this subject was presented 
to this Society at Los Angeles in June, 191 1. The 
p^per contained a series of nineteen cases of pruri- 
tus ani whose bacteriology indicated that the pre- 
dominant cause is due to an infection of the anal 
skin by streptococci. During the year I have had 
many proofs of the correctness of the claims then 
made. 

My belief in a distinct cause for this condition, 
which in the future may be designated coccigenous 
pruritus ani, is being confirmed daily by continued 
experience with and study of these cases. 

The multiplicity of causes given in text-books 
will soon be modified and the etiology and treatment 
rewritten, and skin infection must become the key- 
note of all the persistent cases. 

I am continually seeing patients who have crypti- 
tis, proctitis, hemorrhoids of all varieties, cancer, 
hypertrophied papillae, and polypi, representing all 
kinds of rectal diseases, in many of which there is 
a discharge upon the skin. I have been unable to 
find pruritus in any of these cases other than an 

*Read before the American Proctologic Society at Atlantic City, 
June 4, U\2. 



evanescent itching, except in those that have the 
skin infection ; these are the persistent cases of pru- 
ritus ani. 

A study of the chart in the original paper shows 
that of the nineteen cases whose examinations were 
recorded in 191 1, all had pruritus ani with strepto- 
coccic infection of the skin about the anus; three 
had very small hemorrhoids; two had ulcers; five 
had diseased crypts; and three had hypertrophied 
papillae. None of that series had fistula. 

So far as these cases show, they prove that chron- 
ic pruritus ani is not dependent on any gross lesions 
of these parts. 

The excess moisture of the parts seen in these 
cases is a sequel to the low grade inflammation of 
the skin resulting from the infection, and is not 
moisture from the inside of the rectum with proc- 
titis as its cause. 

The skin fissures seen in these cases result from 
the loss of vitality and elasticity of the tissues nat- 
urally following the infection and low grade infil- 
trative inflammation. 

Since writing the first paper we have found that 
streptococci are in the superficial layers of the skin 
itself, as well as on the surface. 

On account of the fact that the infection pene- 
trates the skin, and that something about the patient 
has lowered the opsonin test for streptococci, we 
believe that relapses may occur. The opsonin test 
may not at first be increased to the extent that 
phagocytosis for this germ will remain normal after 
it has been raised by immunization with vaccines. 
I say this to each patient at the beginning, and ad- 
vise that on the first relapse of itching after the 
treatment has been suspended, he should at once 
report for the making of a new culture and resume 
the vaccine treatment before infection has again 
become firmly established. 

If this practice is followed we may be able finally 
to establish an immunity so complete that reinfec- 
tion will not take place and the result will be a per- 
manent cure. 

At the present stage of this new work it is im- 
possible to tell the patient how many treatments he 
must take or how long a time he must remain under 
observation. 

The technique which we follow in making cul- 
tures and vaccines and in the treatment is as fol- 
lows: 

First, examine the patient Ci.'^fully and record 
all local lesions and diseased conditions. This is 
followed by scrubbing the external anal skin with 
liquid soap and water and then with sterile water; 
after lightly drying the parts, the swab is rubbed 
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over the pruritic skin, particularly over any place 
where fissures exist. Occasionally, I find it neces- 
sary to moderately scrape the skin with a curette, 
when I fail to obtain the bacteria in the ordinary 
way. These swabs are then sent to the bacteriolo- 
gist who plates them on endo medium. The growth 
is examined after twelve hours, and we find it to 
be usually a pure culture of streptococci (generally 
streptococcus fecalis). 

The differentiation between streptococci and other 
germs should be made by growing them in liquid 
media when we will find the streptococci in chains 
of three, four or more elements. They may further 
be grown on Gordon's series of carbohydrates which 
will differentiate the branch of the streptococcus 
family to which they belong. The streptococcus 
fecalis had been found most frequently. 

A concentrated vaccine is made by transferring 
a colony from the Petri plate and allowing it to 
grow on slant agar for twenty-four hours. Wash 
it off with an average i c. c. sterile salt solution, 
drain into a homeopathic phial through cheese cloth, 
add an equal volume of i per cent, carbolic acid 
solution, then allow it to stand at room temperature 
twenty-four hours before using. 

Of this autogenous vaccine begin with from two 
to four minims for the first injection (with asep- 
tic precautions), depositing the vaccine immediately 
beneath the skin of the left arm, to test the suscept- 
ibility of the patient; if no reaction occurs within 
twenty-four hours, give double the dose the next 
day ; otherwise wait until it has subsided, then give 
an injection in the other arm, increasing the dose 
slightly. I avoid an excessive reaction by not re- 
peating until the previous general and local reac- 
tions have disappeared. 

After using both arms and both groins, we begin 
again with the left arm and alternate in the same 
way. 

These patients usually show improvement follow- 
ing the first severe reaction, consisting of local red- 
ness and swelling together with general malaise, 
headache, and at times a moderate fever. The reac- 
tion usually disappears in twenty-four hours. They 
describe the beneficial effects by saying that the itch- 
ing has changed in character, being less intense, 
and if there is a desire to scratch, just a slight rub- 
bing gives relief, while before the treatment they 
would scratch the parts until the skin was abraded 
and the blood ran ; even then there was no relief. 

Under the treatment as the itching decreases we 
find fewer streptococci in the cultures, and when the 
itching is relieved we find few or none. At this 
time we note phagocytosis increased for strepto- 
cocci. 



Cultures have been taken, as shown in the chart 
of control cases that have other rectal diseases, in 
order to learn whether streptococci are present when 
there is no pruritus. These cultures were negative 
in every instance. 

I have been asked whether streptococci may not 
be found on the skin of any part of the body as 
well as at the anus, and have, therefore, taken a 
number of cultures from the buttocks of pruritic 
patients, ten inches away from the anus, tmder the 
same conditions that the other cultures were obtain- 
ed, and no streptococci fecalis were demonstrated. 
These cultures were taken in Cases IV, VI, XIII, 
and XIX of my first series and in Cases XX and 
XXVI of the second series. The results must be 
considered as proofs that the general integument 
of these patients is not inhabited by streptococcus 
fecalis. 

During the past winter I have received numerous 
letters from physicians asking more definite instruc- 
tions as to the cultures and the making of vaccines. 
I have since had reports from several of the physi- 
cians and will quote them to some extent below.. 
I find from these that mistakes in technique and 
misunderstandings of the details have caused some 
failures. 

One physician writes that he had found staphylo- 
coccus in one of his cases and had given the patient 
autogenous staphylococcic vaccine injections. I 
immediately wrote asking him to test the culture 
out in liquid media as well as in the hard media; 
the result shows from his second letter that he then 
discovered streptococci to be present. 

Quotation from second letter: "Acting upon a 
suggestion of yours some time ago my bacteriolo- 
gist succeeded in getting a pure culture of strepto- 
cocci from one of my cases. After the vaccine was 
prepared my patient refused to accept the treatment, 
because, from the previous injections of vaccine 
(from staphylococcus), he had such a violent reac- 
tion. The other patient I wrote you about became 
discouraged after the failure of the first injection 
to relieve him, and has not shown up for some time." 

The reason in the second case was that staphylo- 
coccus vaccine was used instead of streptococcus. 

The appearance of colonies of staphylococci and 
streptococci to the naked eye may be similar, and 
one may be mistaken for the other. They should 
be identified before making the vaccine. 

In a report from another physician on the bac- 
teria of a case of pruritus ani she states that the 
blood serum cultures showed : Large staphylococci, 
few, small staphylococci, many. 

I have little doubt that if this physician had taken 
the so called small staphylococci, grown a colony in 
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liquid media or examined the growth in the conden- 
sation fluid of the culture, she Would have found 
that the bacteria were in chains of four, five or 
more elements. If she had put them on Gordon's 
carbohydrate media they would probable have given 
the reaction for streptococcus fecalis, which, as I 
have already stated, is the branch of the strepto- 
coccus family most often found in these conditions. 
Several other physicians who investigated some of 
the cases made the same mistake in technique. 

It will not benefit the patient to give vaccine injec- 
tions of B. coli or staphylococci when they are not 
the cause of the pruritus. I believe there is little 
doubt regarding this or regarding the fact that B. 
coli, staphylococcus, or other bacteria may compli- 
cate a case. It will then be wise to prove this be- 
fore beginning vaccine treatment by making an 
opsonin test, to learn whether phagocytosis is lower 
for any of these germs than normal. If the op- 
sonin test is found to be lower than normal for more 
than one, it would be well in that case to give a 
mixed vaccine for a few treatments. In the event 
of both B. coli and streptococcic vaccine being used, 
the initial dose should not exceed one minim of each. 

Reports are at hand from some physicians who 
have made bacteriologic tests, stating that their pa- 
tients refuse to be experimented upon. This has no 
particular bearing upon my claims so far as the 
correctness of the etiology or value of the treatment 
is concerned. 

I have given so many of these vaccine injections, 
without untoward results and with such marked 
benefits that I do not now look upon the treatment 
as experimental. 

I have had a few of these refusals, but the ma- 
jority of the patients show enough anxiety for re- 
lief from their unfortunate condition to be willing 
to accept even an experiment. 

Another physician reported a case in which he 
made no bacteriologic examination and used stock 
vaccine with a complete failure as to results. He 
does not state how many injections were given nor 
any details regarding the case or its treatment. 

Stock vaccines will not do at all because the 
streptococci in them are the pyogenes instead of the 
fecalis. 

I quote from the letter of another physician : 

"I have tested out the bacteriology in but one of 
these cases. In this I found you are correct; also 
the autogenous bacterine gave brilliant results." 

Another physician writes: 

"In reply to yours of May i6th would say that I 
did not use the autogenous vaccine, found strepto- 
coccus, staphylococcus, and colon bacilli on cul- 



tures taken from the mucous membrane and affect- 
ed areas. Gave streptococcus vaccine put up by 

; results were not satisfactory. If we do use 

autogenotis vaccine, will be glad to advise you as 
to the results obtained." 

I would again call attention to the fact that the 
stock vaccine does not contain the same branch of 
the streptococcus family. 

I have examined my records of nine hundred con- 
secutive cases of miscellaneous rectal diseases, and 
find that four hundred ninety were constipated, 
three hundred sixty-nine had hemorrhoids, and 
ninety-four had pruritus ani. Thirty-two of the 
pruritus ani cases have been examined bacteriolo- 
gically, and in every case the streptococcus has been 
the predominating germ. These cases are reported 
in my two papers, the other sixty-two I hope to 
have an opportunity to test bacteriologically during 
the coming year. 

Of the ninety-four cases of pruritus ani occurring 
in the nine hundred case records examined, I find 
that: 

50 were constipated, 5.5 per cent, of 900 cases 
examined. 

21 had hemorrhoids, 2.3 per cent. 

II had anal growths, 1.2 per cent. 
20 had ulcers, 2.2 per cent. 

23 had diseased crypts, 2.5 per cent. 

12 had hypertrophied papillae, 1.3 per cent. 

3 had polypi, .03 per cent. 

3 had fistula, .03 per cent. 

Skin conditions : 

15 were pigmented, 1.7 per cent. 

68 had excess of moisture, maceration and skin 
fissures, 7.5 per cent. 

It seems to me that my records prove that none 
of these diseased conditions can be properly classed 
as causative of pruritus ani, but when present are 
coincidental. 

One of the statements made by most authors is, 
that in the absence of any palpable lesion of the 
parts it is a neurosis. I do not agree with this, 
but believe that the neurosis may easily be the result 
of the pruritus. 

The following reports are confined to the sub- 
sequent treatment and present condition of the cases 
leported in my paper of last year: 

Case I. This case was not treated prior to my 
report of June 191 1. 

September 19, 191 1, the usual culture was taken. 

Bacteriologic report. External, streptococci. 

He was treated with autogenous vaccine from 
September 25th until February 8, 1912, having in all 
fourteen injections. 
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February 8th another treatment was given, a cul- 
ture taken, and the report was that there were no 
streptococci present. This was also true of a culture 
taken December 27, 191 1. At the last report this 
patient was still without itching. 

Case IV. Had no itching during the summer of 

191 1, after the last treatment on May 9, 191 1. 
October, 191 1, he had a slight relapse, at which 

time a new culture was taken. One culture was 
taken from the anal skin, and a few streptococci 
were found ; a second from the skin ten inches dis- 
tant and there was no growth on this culture. A 
.streptococcic vaccine was made and the patient 
given two injections, the first on December 19th, 
the second January 23rd. He has remained free 
from itching since that time. 

Case V. Has been comfortable during the past 
year with no necessity for additional treatment. 

Case VHI. Returned for treatment January 12, 

1912. The usual cultures were taken. Bacteriologic 
report : External, streptococci, many ; B. coli., few. 

I gave injection of autogenous streptococcic vac- 
cine, beginning January 24th. Reactions occurred 
in the usual way, and his condition began to show 



Fig. 1. Case XIII. Photograph of Petri plate taken from skin 
outside the anus, showing streptococci — fine colonics. B. coli — 
large colonies. 

improvement February 20th, following the fourth 
injection. 

March 9th, he reported himself free from itching 
and has remained so to date. 

Case XIII. Was treated by an out-of-town phy- 
sician for me last year. The effect was not benefi- 
cial, and I was unable to understand the reason, in- 
asmuch as I was obtaining uniformly good results 
in the cases personally treated. The patient was 



therefore asked to come to Syracuse for treatment, 
and I learned that the vaccine had been given direct- 
ly into the gluteal muscle, and not close under the 
skin as I had directed. 

The technique was changed, a good reaction pro- 
duced, and the itching began at once to subside. 
After the fifth injection it gave him little trouble. 
February 26, 1912, he felt well and took a trip to 
Europe. He has had practically no itching since 
that time. 

I show herewith a photograph of a very typical 
culture on a Petri dish of Case XIII. The large 
colonies are B. coli., the very small, streptococci 
fecalis. I show the photograph as being typical of 
the cultures in all the cases that I have reported. 

Case XIV. Was rather stubborn and reported, 
after my return from Los Angeles, the latter part 
of July 191 1, that itching had begun again. A large 
number of streptococci were found in the culture 
and treatment was resumed July 27th, continuing 
in the usual way until February 9, 191 2, when he 
had his twenty-fourth injection. Since then he 
has had no itching, and feels that he is entirely 
cured. Only time will prove this. 

Case XV. Was given no treatment prior to my 
return in July, 191 1. 

August 14th, 191 1, a swab was taken which show- 
ed a pure culture of streptococci. Injections of 
autogenous vaccine were given in the usual way 
until December 20, 191 1. Eleven injections were 
made, and on March 5th he reported no more itch- 
ing and considers himself perfectly well. 

Case XIX. Has been a particularly stubborn 
one. There seems to be something that complicates 
it and interferes with the improvement which other 
cases experience. While this patient is much im- 
proved, and at times will go four or five weeks with- 
out itching, yet it returns too frequently for his com- 
fort or to suit me. It is noticeable that when the itch- 
ing is absent the streptococci are not found, and as 
soon as it begins, the cultures again show strepto- 
cocci. 

In this second series the bacteriology has not 
been carried beyond the first part of the culture; 
unless there seemed to be a complication. Dr. 
i\leader did not deem it necessary to carry each 
culture through liquid media or Gordon's series of 
carbohydrates. 

The above will explain why we have not record- 
ed other bacteria on the bacteriologic reports, as 
was done in my first series. 

I desire at this time to extend, fny sincere thanks 
to Dr. F. M. Meader for his invaluable assistance 
10 me in all of this work. 

(To be continued^ 
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IMMUNITY. 
By J. C. Shaw, A.B., M.D., Holton, Kans. 

Immunity is largely a relative term and is the 
converse of predisposition or susceptibility, or as 
we might say, pathogenicity. 

An organism which produces disease is called 
pathogenic or infective, and the manner in which 
the disease is produced is called infection. All 
maladies which depend for their existence on bac- 
teria are therefore infectious diseases. Just what the 
intimate relations of bacteria to pathological con- 
ditions are we can hardly say. Is it due to the 
presence and mechanical irritation of the bacteria 
or to the toxins produced by them, or to both ? 

Why it is that some individuals are susceptible 
and become infected by bacterial inoculation and 
others do not, is a question which has puzzled 
scientific minds for years and still we are delving 
into its unsolved mysteries with but little light 
ahead. But as the darkest time of the day seems 
to be just before the dawn, let us yet hope that 
by the untiring and unselfish eflForts of our great 
and noble profession the day may open up clearer 
and clearer until we know what to do to make vi- 
tal resistance not only equal to, but greater than, 
susceptibility. 

Every physician at some time is asked the ques- 
tion: "Why is it that you who are exposed so 
often to infectious and contagious diseases do not 
acquire them?" "What do you do to keep from 
being attacked?" These and similar questions 
are asked of every physician and must in some 
way be answered, whether scientifically or not. 
I might inquire: "What do you do when called 
to see a case of smallpox or diphtheria so that 
you will not become infected ?" These are perti- 
nent questions to ask that concern not only the 
laity but also the profession. 

All living organisms, whether animal or vege- 
table, at least all the higher forms, are likely at 
some time or under certain conditions to be in- 
fected. This is termed susceptibility. On the 
other hand every animal seems to have some 
power of resisting parasitic implantation. This 
we term immunity. 

In general it is a difficult task to give a clear 
and comprehensive reason of the nature and 
meaning of immunity, why one individual is 
exempt and another is not. This has been a com- 
mon ground of contention among chemists, path- 
ologists, biologists and physiologists, with no 
positive and definite conclusion. 

Many theories have been advanced, most of 
which have been merely opinions because based 



only on the results of inaccurate, insufficient, or 
unscientific research, and in the light of further 
investigation and in the flight of time they have 
been proven to be fallacies. Some of these the- 
ories have been deduced from a single selected 
case. 

While speaking of immunity we must constant- 
ly remember our limited knowledge of the finer 
cellular processes, of tissue chemistry, and of 
vital reactions and reactivity. Nature has given 
us the key to immunity by eliminating in her 
own way the chance of re-infection after recovery 
from an infectious disease, and from this we 
have concluded that the inoculation by animal 
sera will be preventive or curative. After an 
individual has successfully combated an infec- 
tious condition he is more resistant to further 
attacks of the same disease. In some cases a per- 
manent immunity is established, while in others 
it will be only temporary. There are excep- 
tions to all rules, for while one attack of smallpox 
ordinarily confers immunity it does not always 
do so, as cases are on record where individuals 
have had a second attack. The same is true, to 
a greater extent, of measles and scarlet fever. 
A single attack of diphtheria does not confer im- 
munity, as it may occur a second or third time 
in the same person. 

Immunity to bacterial infection is often a nat- 
ural quality of a race or of an individual. This 
is what we *erm natural immunity. The oppo- 
site is natural susceptibility. 

Natural susceptibility may be transformed into 
acquired immunity by an attack of disease or 
by inoculation with vaccines or sera, as is shown 
by vaccination for small-pox or by the prophy- 
lactic use of diphtheritic antitoxin, serum for ty- 
phoid, etc. 

There are a great many things we know to 
be true and yet we cannot give a scientific rea- 
son why they are true. For instance, field mice 
are very susceptible to glanders, while house 
mice are almost completely immune; the Jersey 
cow is more susceptible to tuberculosis than any 
other breeds of the bovine tribe; the negro, 
through long years of residence in yellow fever 
and ague districts, has acquired a marked resist- 
ance to these diseases which is almost equal to 
immunity. 

How can we account for this? Only through 
the fact of heredity and the survival of the fit- 
test, and a gradual acquired immunity through 
long continued ancestral exposure to these infec- 
tions. 

I well remember when a chilcLHfiow with the 
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rest of the boys of the family we would play for 
hours at a time in the fine dust of the road, and 
many a time we have put the fine dust on a 
bruised toe or heel and into the cracks or grass cuts 
between the toes, to stop the bleeding or to heal 
them. Why did we not get tetanus? I don't 
know, and only theoretical explanations can be 
given. The tetanus bacillus is anaerobic, and 
possibly in these superficial bruises and cracks 
the oxygen was not excluded, consequently the 
organisms did not find suitable pabulum and no 
inoculation took place. So much for one theory. 
I am inclined to believe that through long years 
of ancestral exposure an immunity was acquired 
which made us able to resist an ordinary amount 
of the infection. In other words, the fluids of the 
body, and especially the blood serum of an indi- 
vidual with long continued ancestral exposure to 
such infection, contains neutralizing or antitoxic 
substances capable of rendering inert or of ar- 
resting bacterial activity. 

I believe that the serum of the blood is the 
great factor of our organism by which we are 
enabled to resist, so often and so successfully, 
infection to which we are constantly exposed. 
Observation has shown that diphtheria antitox- 
in is found in the serum of about thirty per cent, 
of normal horses, in about fifty per cent, of child- 
ren, and about eighty-three per cent, of adults 
examined (Wassermann). So fiar as has been dis- 
covered, the antitoxic substances present in the 
healthy body are identical with those found in ac- 
tively immunized animals (Wasserman). 

Where does this antitoxic or protective mater- 
ial, or material which confers immunity, come 
from? The substances found in the blood pos- 
sessing germicidal activities or bactericidal func- 
. tions, and called alexins by Buchner and defen- 
sive prbteids by Hawkins, ;are according to these 
scientists the source of our protective immunity. 
Others claim that phagocytosis is the agency of 
protective immunity. Among these Metchnikoff, 
in 1884, published a series of articles on his ob- 
servations on the behavior of certain of the meso- 
dermal cells of lower animals toward insoluble 
particles present in the tissues of these animals. 
These observations and researches resulted in 
his doctrine of phagocytosis, the principle of 
which is that the wandering cells of the animal 
organism, the leucocytes, have the power of tak- 
ing up, rendering inert, and digesting micro-or- 
ganisms encountered in the tissues. He believes 
that in this way immunity from infection in most 
if not in all cases can be explained. He believes 



that susceptibility to a disease or immunity from 
infection is a matter between the invading bac- 
teria on the one hand and the leucocytes of the 
blood on the other. 

This leads us up to the subject of opsonins. It 
has been found that leucocytes can be increased 
or diminished in different ways, thus increasing 
or diminishing phagocytosis. Some observers 
have found that the injection of serum from im- 
munized animals would greatly increase the 
power of the leucocytes to destroy bacteria in 
the blood, but it was only comparatively recently 
that some investigators have been able to give 
an explanation or a plausible theory for it. These 
have demonstrated that there are bacterio-tr(q)hic 
substances found in the blood which so act on 
the bacteria as to prepare them for digestion or, 
as it were, food for the phagocytes. While this 
has been demonstrated, no explanation has been 
given of the reason for it or where these bacterio- 
trophic substances originate. 

Immunization increases the opsonins, though they 
are found to some extent in normal animals. 

These interesting phenomena have given rise 
to the so-called opsonic index. 

I think this theory will hold true of a localized 
infection, where it has been demonstrated that 
the phagocytes gather around in increased num- 
bers to combat the invasion, and it is significant 
that the degree of resistance shown by the or- 
ganism is in proportion to the intensity of the 
local inflammatory reaction. Knowing this to be 
a fact we do not doubt that an increased leucocy- 
tosis is a process of decided advantage to the 
organism. As the staphylococcus is the main 
cause of local inflammatory reactions or infec- 
tions, phagocytosis undoubtedly plays the chief 
part in immunization or in overcoming the in- 
fection once invasion takes place in a localized 
area. Phagocytosis is largely a phenomenon of 
natural resistance, both in natural and in acquired 
immunity, and I think this applies to localized 
infections like boils, bruises, cuts, abscesses, etc., 
but not to general septicemic conditions. 

We have all noticed that during an epidemic 
many people do not become infected and we are 
inclined to consider them immune from the dis- 
ease, but there may have been no real exposure 
to the infection, or certain external conditions 
required for infection may have been absent. 

Personally I am inclined to believe there is a 
broad field for scientific investigation in the chain 
of ductless glands and their internal secretions. 
Just how this is to be accomplished I cannot say. 
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but that it is worthy of thorough research I do 
not doubt. There have been so many discover- 
ies in this field in recent years that like in the 
case of electricity we cannot even conjecture 
what the future will reveal. 

We know that the ductless glands exert a con- 
trolling influence over many of the metabolic ac- 
tivities either of individual tissues or of the tis- 
sues in general, as is shown by the results of 
their removal or of pathological involvement. As 
regards removal, we find death following a com- 
plete extirpation of the thyroid gland, but if the 
accessory thyroids and parathyroids remain, 
enough secretion is produced to maintain an 
equilibrium of metabolism and the animal will 
live. On the other hand, in pathological condi- 
tions of the thyroid we may have faulty congen- 
ital development with resultant cretinism, or we 
may have hyper- or hypothyroidism with all its 
concomitant symptoms due to an over-supply or 
the lack of a substance necessary' to normal tis- 
sue metabolism. 

We have all noticed in cases of myxedema or 
sporadic cretinism a general disorder of nutri- 
tion from loss of function or of atrophy of the thy- 
roid gland, and also that in such conditions the 
organism is a suitable field for infection. 

All ductless glands have an internal secretion 
necessary to cell growth and function, and it is 
reasonable to suppose that many of the glands 
having ducts also secrete substances- which are 
taken up by the blood or tissues and not elimin- 
ated in the ordinary way. This is manifest in 
the testes of the male and in the ovaries of the 
female, the secretion of the one giving strength, 
courage and virility, and that of the other, form, 
symmetry, and womanly character. 

In conclusion I can do no better than to quote 
from one of our standard authors as he expresses 
very clearly my own conclusions on this subject. 

"The mechanism of immunity, whether ac- 
quired or natural, specific or general, is still hid- 
den from us; and we cannot as yet lift the veil 
which is still interposed between us and the facts. 
We cannot enter into all the deductive hypotheses 
to which scientific enthusiasm gives expression. 
Trom enthusiasm to imposture the path is peril- 
ous and slippery.' 

"We must, therefore, receive the discoveries 
of the day with the open and impartial mind of 
the historian, trusting that the future, perhaps 
the near future, will arrange them in their proper 
order and proportions, so that retrospectively we 
mav learn their lesson. 



"At present the thinker stands bewildered be- 
fore the problem of immunity; and when two 
recent writers, Freund and Grosz, assert that a 
close relation appears to exist between the pro- 
cess of coagulation and serum immunization, we 
may remember that we are equally ignorant of 
the minor working of either process. 

"It is because of these limitations of our under- 
standing that I have passed over numberless ob- 
servations, such as local immunity, or the produce 
tion of immunity by bacteria or chemical sub- 
stances not specifically related to the disease in 
question. Yet the recent past has revealed so 
many marvelous facts unto us that we may con- 
fidently look to the future for more light. 

In the preparation of this paper I have con- 
sulted a number of books and authors — Abbott, 
Allbutt, Jordan — and am indebted to them. My 
own observation and clinical experience in hos- 
pital and private practice are the basis. 



RECTAL HINTS. 

By Jerome Wagner, M.D., New York. 

In operating for fistula in ano do not hesitate to 
cut the sphincter, provided the line of incision is 
at a right angle to the muscle fibers. Incontinence 
will not result unless the muscle is divided obliquely. 

Appendicostomy is indicated in inflammatory con- 
ditions of colon, knowing as we do, the futility of 
trying to reach these lesions with high rectal irriga- 
tions. The inflammation may be of a severity suffi- 
cient to require shutting off of the fecal current. 
In these cases an artificial anus is the most eflFective 
procedure, giving the affected area a chance to heal 
without the constant irritation of fecal matter. It 
is often surprising to see how quickly improvement 
or a cure takes place. 

To control rectal hemorrhage knot together two 
strips of gauze, twist one in a spiral about the other, 
and introduce this into the rectum through a specu- 
lum, the knotted end first. Remove the speculum 
and pull the end hanging free, from the anus. In 
this way a solid plug of gauze is formed ii» *he 
rectum. 

Many fistulse fail to be cured by operation be- 
cause all the tracts are not opened. To obviate this, 
inject before operation a 50 per cent, solution of 
methylene blue and hydrogen peroxide into the fis- 
tulous opening. Thus, the smallest ramifications of 
the tract are stained blue and cannot possibly be 
overlooked. 
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NEW YORK, AUGUST, 1912 

ANESTHESIA AS A SPECIALTY. 

The organization of a National Society of Anes- 
thetists on the occasion of the last meeting of the 
American Medical Association marks an import- 
ant advance in the evolution of anesthesia into a 
distinct specialty. Next to the surgeon himself 
the anesthetist occupies the most responsible po- 
sition in the performance of a surgical operation, 
and the fate of the patient will in no small meas- 
ure often depend upon his skill and ability. This 
being so, it is surprising that in our country the 
administration of ether or chloroform is still so 
largely entrusted to those of limited knowledge 
and experience. Even in many of our larger hos- 
pitals conditions in this respect are far from satis- 
factory. As Dr. R. H. Ferguson pertinently 
states {Long Island Medical Journal, July, 1912), 
"Surgical anesthesia, for the welfare of the pa- 
tient as also for the reputation of the surgeon and 
hospital, demands serious consideration." To se- 
lect an untrained interne or a nurse for this work 
adds to the responsibility of the surgeon, hampers 
him in his own duties by diverting his attention, 
and enhances the risk to the patient. Aside 
from those exceptional instances where a nurse 
through vast experience has become an expert, 
we quite agree with Ferguson's definition that 
"no one except a medical man who is experienced 



in administering anesthetics can be called an an- 
esthetist." It must be confessed that England 
has set us an example that we have been slow to 
follow. For many years interest in this field has 
been promoted there by societies of anesthetists, 
and most of the larger hospitals have professional 
anesthetists on their staflFs with well-defined dut- 
ies and responsibilities — ^a policy that could be 
adopted by us with advantage. While the ser- 
vices of such an expert would be available in all 
cases demanding especial skill and experience, 
they would moreover prove invaluable in the 
training of internes for this work. The multipli- 
cation of professional anesthetists will, no doubt, 
also exert a beneficial influence upon the surgery 
done outside of hospitals; in many of our large 
cities they are already in constant demand and 
the importance of this specialty is fully recog- 
nized. Much more attention should be given in 
our. medical colleges and post-graduate institu- 
tions to imparting a thorough knowledge of anes- 
thesia, so that the general practitioner will be 
better equipped than he is at present to under- 
take this work, if he has not had the benefit of a 
hospital training, and this is particularly desirable 
in the large field of emergency surgery. Enough 
has been said, however, to show that there is a 
legitimate demand for a specialty in anesthesia 
as a means of not only simplifying the duties of 
the surgeon but adding to their efficiency. 



CONTRIBUTORY FACTORS MAKING FOR 
BETTER POSTOPERATIVE RESULTS. 

It appears to the writer that in the analysis of 
the reason for the more encouraging postopera- 
tive results of to-day, as compared with those ob- 
tained in the not very long past, the profession 
has failed to fully recognize the important, 
though indirect influence exerted by certain fac- 
tors other than those due essentially to "medical 
and surgical advance." That the more creditable 
postoperative results at the present time are 
chiefly attributed to those agencies which make 
for surgical efficiency is too well known to the 
profession to require more than simple mention, 
but it is nevertheless true that the fact that ad- 
vanced surgical diseases of chronic nature and 
neglected acute surgical lesions are not so com- 
monly met with as formerly, is in itself an im- 
portant contributory condition. 

Inquiry into the reasons for the lessened pre- 
valence of extreme types of surgical lesions will 
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reveal that patients present themselves for treat- 
ment at an earlier stage of their ailment than 
they have been wont to do in the past, and that 
this has come about through Various influences 
which are to be discussed herein. 

The increased intelligence of the public upon 
medical matters through the medium of the pub- 
lic press and public lectures accounts for the 
greater appreciation of the importance of seeking 
and adopting proper professional advice early in 
the course of a disease; the stronger confidence in 
the efficacy of surgical measures ; the effacement 
of the unjustified belief that the hospital is a 
place where patients are experimented upon and 
the knowledge that it is equipped with everything 
that will facilitate surgical technic; the recogni- 
tion of the fact that the thoroughness of opera- 
tive procedures does not depend upon the finan- 
cial or social standing of the patients. All these 
factors encourage the sufferer to readily consent 
to enter the hospital and submit to an operation. 
Again the present day economics takes into con- 
sideration the commercial- value of good health, 
and, therefore, those afflicted are forced to seek 
quick relief, while in the past they may have 
been more inclined to lead the life of an invalid. 
This factor is especially noticeable in the case of 
women, since they have so largely entered com- 
mercial life. Possession of good health to-day is 
not only a matter of personal comfort but also one 
of dollars and cents. 

Furthermore^ the fact that the public has learnt 
that unmarried and virtuous girls may become 
affected with lesions of the pelvic organs has 
brought about a change in that it has increased 
the number of such individuals referred to the 
surgeon for operation. This in itself serves to 
prevent the development of more extensive and 
serious conditions were the girl to wait until af- 
ter marriage before coming under surgical care. 

It will be seen therefore that these various 
factors tend to induce sufferers to seek profes- 
sional advice much earlier in the course of their 
ailments than heretofore. This means that they 
are less apt to neglect themselves and that opera- 
tive intervention is undertaken at a time when 
the prognosis as to postoperative results should 
be more favorable, and not as was formerly so 
frequently the case, when the patient submitted 
to operation only when the condition became 
extreme and the vital resistance had been reduced 
to a minimum. 

From this it also follows that the extent of opera- 



tive procedures is markedly less, and hence that 
the patient's vitality is not taxed to the utmost 
during the period of convalescence, which is 
much shorter for the same reason. 

May we not then reasonably assume from what 
has been stated above that these factors are not 
negligible quantities in estimating the value of 
the various elements which favorably influence 
postoperative results? If this be so it may then 
be deduced that an educational propaganda 
among the masses upon medical matters should 
be encouraged and be carried out under proper 
auspices. 

The fear of hospitals may be much lessened by 
according to poor and rich gentle and sympa- 
thetic attention on the part of everyone connected 
with their care. Operation should not be advised 
nor undertaken unless fully indicated, and a glow- 
ing prognosis not given unless fully justified, for 
should it fail to materialize the patient and those 
interested in him will discredit surgery. When 
a person suffers from a condition which is amen- 
able to medical as well as to surgical treatment 
the choice should be left to him or her, and no 
attempt be made to insist upon one or the other 
according to the special inclination of the physi- 
cian or surgeon. 

Again, the physician should be neither an alarm- 
ist nor an unwarranted optimist ; he should give 
his advice to the best of his knowledge in a tone 
of firm conviction. Patients frequently neglect 
to submit to operation because of the vacillating 
manner in which they are advised, and naturally 
go on wasting valuable time by going from one 
physician to another until their condition is too 
far advanced for surgery to offer any hopes of 
recovery. Much of this delay would also be 
obviated if the physician would absolutely refuse 
to treat those who do not follow his advice when 
there is no other that can be given. Dilatory tac- 
tics encourage patients to look upon such advice 
as not fully essential to their welfare. Kindly 
consideration for their feelings is an essential in 
the makeup of a physician, yet this may be car- 
ried too far if he fails to squarely state the rea- 
sons for urging operation ; especially is this atti- 
tude frequently assumed in the case of sufferers 
from a malignant growth. It is incumbent upon 
the practitioner to advise operation as soon as 
the diagnosis of malignancy is made, provided 
the case offers any hope of relief. 

Adolph Bonner, M.D., Brooklyn, N. Y. 
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STATIC ELECTRICITY, ONE OF THE 

MOST REMARKABLE AND ONE OF 

THE MOST USEFUL OF OUR 

THERAPEUTIC AGENTS.* 

By J. C. Walton, M.D., 

Physician-in-Chief to the Hydro-Elcctrothcrapcutic Sana- 
torium, Richmond, Va. 

The conclusions arrived at in this paper are 
based solely upon actual clinical experience with 
the static machine, not only in my own practice, 
but as an assistant to some of the prominent 
teachers engaged in this line of work in our met- 
ropolitan centers. 

The amount of material for clinical study and 
observation has been considerable, probably 
amounting in the aggregate to thousands of cases. 

With the exception of acute injuries, such as 
sprains, strains, contusions, subluxations, etc., the 
cases treated were mostly of a chronic nature. 

The results of treatment in most instances were 
very gratifying, so much so that I could not pos- 
sibly do this work without the aid of a good static 
machine. 

While the growth in the application of elec- 
tricity in the commercial world is one of the 
marvels of the day and a vastly interesting sub- 
ject, it is its uses in medicine and surgery that 
especially demand our consideration. 

The time has passed when a physician who uses 
electricity in his practice is tabooed as a charlatan 
and irregular, for to-day the broad minded and 
intelligent members of our profession are be- 
ginning to realize the wonderful possibilities of 
a sane and rational application of this, one of our 
most promising therapeutic agents. It is not, 
however, to be expected that many of our general 
practitioners can devote the time and money nec- 
essary to satisfactorily do this work, but it is 
their duty to understand the conditions that can 
be benefited by electricity, so that they may refer 
them to men who are properly equipped for this 
line of treatment, for by so doing they will help 
their patients and the profession as well, and thus 
fight effectively the charlatan and the grafter and 
help to establish electrotherapy on a broad and 
scientific basis. 



•Read at Scvcnltenth Annual Meeting of Association of Surgeons 
of Southern Railway, Washington, D. C, June 11-12, 1912. 



The electron theory of matter so ably taught by 
Sir Oliver Lodge and many other eminent scien- 
tists, reveals that all matter is composed of nega- 
tive and positive electricity, and nothing else. 

Electricity has always been considered as a 
form of energy, just as heat is. There is but one 
kind of electricity, but by means of mechanical 
and electrical devices it is possible for electricity 
to manifest itself in various ways, the difference 
being one of degree and not of kind. 

Three forms of electricity are generally used 
in medicine: First, static or frictional; second,, 
galvanic or direct; third, faradic, interrupted, or 
indirect. 

Static electricity is electricity in a state of ten- 
sion, and is produced by static or frictional ma- 
chines. 

Two kinds of static machines are used by elec- 
tro-therapeutists, one with glass plates and one 
with fiber plates, each having their advocates. 

I- have in my offices a twenty-plate V. H. & T. B. 
glass plate machine (thirty-four inches in diame- 
ter) ; under the most favorable conditions the 
maximum output is three hundred m. a. I have 
a sixteen-plate glass machine W & B which will 
generate the same amount of current, but this is 
much better constructed than the other in every 
way. I have also a twelve-plate, fiber, high speed 
Baker machine (thirty inches in diameter plates),, 
which when running at half speed (one thousand 
revolutions to the minute) easily generates a 
current from zero to 1,000 m. a., which is the 
maximum current ever needed in autocondensa- 
tion work. The Baker machine gives a picture of 
remarkable clearness and accuracy and is by far 
the most useful and valuable for all work. 

The differences in the electro-motive force de- 
pend upon the speed of the revolving plates; the 
fiber can be safely run at a speed of 2,000 revolu- 
tions to the minute, while it is not safe to run 
the glass plate machine exceeding 500 revolu- 
tions. 

In administering static electricity you have, as 
in all other forms of electricity, your polarity to 
consider, the negative and the positive poles, the 
former being stimulating and sometimes irritat- 
ing, the latter tonic and sedative. 

The chief characteristics of the static current 
as compared with current electricity is the com- 
paratively small volume, but immense pressure, 
the current being of a very high potential, 1. e., high 
voltage and small amperage. The amount of 
current is so small that 100,000 volts or more can 
be used on the patient with absolute safety.. 
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The static current is uni-directional and the 
flow is from the positive to the negative pole. If 
a machine is producing a spark gap of one inch 
in length, the voltage is calculated at 30,000 volts. 
Multiply the length of the spark gap in inches 
and you can estimate the approximate total volt- 
age. 

Galvanic electricity may be compared to the 
water in a wide river, faradic to the water from 
a nozzle, and the static to the escaping steam 
(Dugan). 

The static machine was invented in 1667 by 
Otto von Gueriche, of Germany. This apparatus 
laid the foundation for the influence machine now 
in vogue. In 1734 Abbe Nollet drew the first 
spark from the human body. Prior to 1880 the 
static machines had very little therapeutic value 
for they were frictional machines. The only 
methods of treatment by this apparatus were the 
spray, the bath, the spark and the Leyden jar. 
In 1880 Prof. W. J. Morton, of New York, 
brought to this country a new form of machine 
known as an influence machine, and this is the 
form now used by physicians. 

To Dr. Morton we are indebted for the static 
induced current, which is the first high frequency 
current ever used — the Morton wave current. In 
fact. Dr. Morton is regarded as the Edison of 
the medical world. The currents known as the 
d'Arsonval, the Teszla, the Oudin and wireless. 
are all modifications of Morton's induced current. 

Lack of time will allow mention of only a very 
few of the many- indications for the use of static 
electricity. 

The X'Ray, As a diagnostic aid especially in 
fractures, dislocations, in diseases of the bones 
and joints, and also for keeping an accurate and 
legal record of accident cases the skiagraph is 
an indispensable ally to the modern surgeon. This 
phase of the subject is so obvious to all present 
that it would be a matter of supererogation to dis- 
cuss it before this body of representative sur- 
geons. I would rather urge on you a more general 
and routine use of the ray in your work as an aid 
in differential diagnosis. 

In the long distant past when the use of the 
ray was in its infancy, the speaker was familiar — 
to some extent a particeps criminis — ^with three 
cases of chronic sciatica, in all of which the symp- 
toms did not differ in any material way from the 
usual classical signs and there were no reasons 
to suspect malignancy. Yet later developments 
showed one of the cases to be due to cancer of the 
lower bowel, and this patient never showed any 



bowel symptoms until later in the disease. The 
other two cases of supposed sciatica were found 
to have sarcomatous disease of the shaft of the 
femur, fracture occurring later when the ray 
showed malignancy. 

These patients were referred for treatment of 
sciatica to some of the best men in the country, 
and as nothing pointed to malignancy, it is need- 
less to say that the early use of the ray in the 
last two cases would have saved us all very serious 
embarrassment. The lesson they teach is to 
avoid carelessness and routinism, to make a care- 
ful examination in all cases, and when in doubt 
resort to the ray. 

The laws of Virginia allow the presiding judge 
to appoint his own experts in insanity cases and 
those of so-called brain storms, etc. The decis- 
ions of this board of medico-legal experts are 
accepted as final and as the last word in these 
cases. If this custom were universal in all the 
States we might be spared the humiliation of 
seeing so called medical experts testifying pro 
and con in the interests of the respective sides 
upon which they are employed. As the x-ray is 
often manipulated for fraudulent purposes by 
unprincipled scoundrels, it is of vital importance 
that its employment should be restricted to hon- 
est and capable operators. These swindlers will 
often substitute the plates taken from another 
case, and they have been known, when compelled 
to refer the case to another operator, to inject 
with a long needle down to the bone iodoform 
and glycerine in the line of the supposed frac- 
ture. This fraud can be easily detected by tak- 
ing another picture at right angles to the alleged 
fracture, when it can be easily lifted off the bone. 

However important x-ray diagnosis may be, its 
therapeutic use is equally so. It can be employed 
to sterilize and stimulate infected and septic 
wounds. In malignant cases it should be used both 
before and after operation to prevent recurrences 
and to limit the operative field by destroying any 
outlying foci of the disease, excepting only in 
rapidly developing cases of malignancy, and here 
it should be thoroughly applied after operation to 
prevent recurrences. 

The ray will frequently cure superficial and 
skin cancers with a minimum of scarring or dis- 
figurement, and it also has proven useful in sar- 
comatous conditions. 

In tuberculosis of the spine, joints, bones and 
glands it is considered by so eminent an authority 
as John B. Murphy to be superior to all other 
agents. ^ t 
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In lupus, in chronic and parasitic diseases of 
the skin, in lymphoma, leukemia, and certain 
gynecological conditions, it has become one of 
our standard remedies. 

For therapeutic purposes the ray from the stat- 
ic machine is preferred by most operators be- 
cause there is less risk of serious and vicious 
burns and your tubes are less likely to become 
punctured. 

The Morton Wave Current, This is probably 
one of the most valuable of all electrical modali- 
ties. The current produces alternate contraction 
and relaxation of the tissues (electric vibration), 
and induces tissue drainage. It is an ideal appli- 
cation in stasis, congestions, inflammations, and 
in all cases where there is a weak and relaxed con- 
dition of the parts. This is the current par excel- 
lence for sprains, strains of the muscles, tendons 
and ligaments. In the so called Erichsen, or 
railway spine, spinal neuroses, etc., the early ap- 
plication of this current will not only cure your 
patient but save the companies you represent not 
only the worry of litigation, but large sums of 
money. 

I have repeatedly seen bad sprains of the ankle 
joint (one of the most painful and unsatisfactory 
conditions when treated by the ordinary methods) 
promptly relieved by one or two applications of 
the wave current to the affected joint, followed 
by the static brush or resonator sparks. Yet we 
are gravely informed by some of our surgeons 
that electricity is contraindicated in the above 
mentioned conditions. 

Possibly some of these gentlemen will be sur- 
prised to know that the wave current will relieve 
or cure 85 per cent, of cases of senile enlargement 
of the prostate gland, and also that gonorrheal 
prostatitis can be cured by the Titus high vacuum 
prostatic electrode applied through the rectum, 
using in this case the local high frequency cur- 
rents. 

The static spark is really similar to a miniature 
stroke of lightning, and is indicated in a great 
variety of chronic painful conditions, especially 
in chronic rheumatism, neuritis, myalgias, and it 
wrill not infrequently relieve cases of long stand- 
ing pain and stiffness that have resisted other 
lines of treatment for years. 

The static brush discharge and the high fre- 
quency effleuve from the high class vacuum tubes 
are exceedingly rich in chemical rays, and labora- 
tory tests have shown them to be very destructive 
to all forms of pathogenic germs. These applica- 
tions will sterilize and disinfect infected and sep- 



tic wounds and, also, by increasing hyperemia 
and phagocytosis promote rapid healing by the 
improved circulation in the parts. 

The Morton Induced Current, This is the orig- 
inal high frequency current. It is useful in con- 
stipation, painful neuroses, and in gynecological 
work. It will produce muscular contractions af- 
ter the failure of both the faradic and galvanic 
currents ; it relieves local congestions, local pain, 
and increases secretion; it also produces muscular 
contraction and local vibratory effect. 

I regret that time will allow only mention of 
the constitutional effect of the wave and the high 
frequency currents in chronic diseases, especially 
in arterial diseases and in all conditions of de- 
ranged and disordered metabolism. As this paper, 
however, has already exceeded its prescribed lim- 
its and is intended to be merely suggestive, if I 
have said anything that may tend to arouse and 
stimulate your interest in this valuable addition 
to our armamentarium I shall feel amply repaid 
for my labor. 

I wish in closing to emphasize the fact that the 
most valuable of all the electric modalities, i. e., 
the wave current, the static induced, the static 
spark, and the brush discharge, as well as the 
ideal high frequency current for autocondensa- 
tion work, can be obtained only from a good 
static machine. 



INJURIES TO THE ELBOW-JOINT,* 

By Herbert P. Cole, M.D., Mobile, Ala. 

Treatment of injuries to the elbow-joint is un- 
dertaken with the end in view of obtaining the 
greatest possible functional activity in this mem- 
ber, so essential to the body mechanism. Unfortu- 
nately, the large percentage of cases presenting 
limited functional results is a constant reminder 
of our improper treatment. As the first essential 
in treatment is a correct diagnosis, and as this 
depends upon knowledge of the surgical anatomy 
and the various diagnostic methods at our hand, 
it will be the object of this paper to recall briefly 
a few important features of the surgical anatomy 
as applied to our methods of diagnosis of elbow- 
joint lesions. 

Essential Surgical Anatomy of the Elbow-Joint, 
Examining the uninjured elbow to ascertain the 
normal anatomical relation of the injured joint, 
we will note what has been termed the "three 
bony points." Normally the large prominent in- 

*Read before the Association of Southern Railway Surscons, 
Washington, D. C, June 12th. 1012. 
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ternal condyle of the humerus, the olecranon pro- 
cess of the ulna, and the external condyle of the 
humerus will lie approximately in a straight line 
in the extended elbow, transversely to the long 
axis of the limb, the tip of the olecranon lying 
slightly above it. This line should be as import- 
ant to diagnosis of lesions of the elbow as the 
line of Nelaton is to lesions of the hip-joint. Any 
variation must be taken into consideration in the 
matter of diagnosis. Also note that when the 
normal elbow is flexed at a right angle these three 
points are situated on the same plane on the pos- 
terior surface of the upper arm. 

The head of the radius should be normally pal- 
pated and rotated at a point one-half inch below 
the external condyle. Variations in this location 
or rotation indicate lesions of the radial head or 
shaft. 

The Angle of Deviation or Carrying Angle. 
The extended forearm of the male presents an 
angle of outward deviation of from one to nine 
degrees and in the female of from fifteen to 
twenty-five degrees. Disappearance or increase 
of this angle indicates lesions of the inner or outer 
condyle of the humerus, injuries to the low epi-' 
physeal line of the humerus, rupture of the lateral 
ligaments, or lesions of the head of the radius or 
ulna or both. 

It is only occasionally that an individual presents 
no angle of deviation. 

Movements. Movement in the elbow-joint is 
normally that of extension and flexion through an 
angle of one hundred and forty degrees. Lateral 
movements of this joint are abnormal and indi- 
cate rupture of the inner or outer ligaments, frac- 
ture, or dislocation. 

Measurements. The transverse measurements 
of the normal "three bony points" compared to 
those of the injured joint frequently determines 
the presence or absence of fracture. The acro- 
mio-olecranon measurement in the normal arm 
compared to that of the injured one frequently 
determines the presence or absence of a fracture 
near the joint. 

Methods of Examination, We consider it a 
safe procedure to anesthetize all patients suffer- 
ing from elbow-joint lesions, no matter how in- 
significant the injury may appear to be. Employ- 
ing the normal elbow as a guide and comparing 
its "three bony points," the location of its radial 
head, the intracondylar and the acromio-olecran- 
on measurements, and its carrying angle with 
those of the injured joint are usually sufficient to 
establish the diagnosis. 



Radiographic Examination. This should be a 
supplement, though not a substitute for manual 
examination both before and after treatment. It 
is necessary to bear in mind several obvious facts 
in the interpretation of radiographic findings. The 
articular ends of bones in children are frequently 
cartilaginous, and the negative may be transpar- 
ent about the joint except for an occasional 
ossifying epiphysis. Thus it may readily be un- 
derstood that fractures of wide extent may be in- 
distinguishable in the negatives taken in the young. 
It is essential that we recall the appearance of the 
ossification centers, that the appearance of these 
isolated shadows on the negative may not be mis- 
taken for fracture fragments. While ossification 
of the center of the humeral shaft occurs in fetal 
life, ossification of the capitellum, or lesser head, 
does not begin until the third year, and ossification 
of the internal condyle does not appear until the fifth 
year, of the trochlea until the twelfth, and of the 
external condyle until the fourteenth year ; all unit- 
ing to form an epiphysis at the lower end of the 
shaft. The epiphysis does not unite to the shaft 
until puberty. The upper end of the shaft does not 
begin to ossify before the fifteenth year and ends 
in the seventeenth year. There is a common center 
of ossification for the coronoid process of the ulna 
with its shaft, while the olecranon process has a sep- 
arate center and is cartilaginous until the eighth 
year, uniting with the shaft at puberty. 

Finally, we note that it is frequently necessary 
to obtain radiographic negatives at various angles 
to determine fracture or separation, the location 
of foreign bodies and the situation of a dislocation. 
The negative taken after the lesion has been treated 
is often indispensable in order to determine the 
proper approximation of the parts. It is essential in 
establishing the nature of the injury to consider 
the possibility of the presence of previous lesions 
such as exostoses, deformities, dislocations, ero- 
sions, or foreign bodies in a joint. 

The absence or exaggeration of the carrying angle 
may be a normal condition for the individual or 
the result of an early rachitis, osteo-chondritis des- 
iccans, osteomyelitis, or some of the rheumatoid 
affections. In all cases a careful elicitation of the 
previous history is essential. 

Last, though not least in importance, it is essen- 
tial that we recall the correlation of even the slight- 
est elbow traumatisms to co-existing infective pro- 
cesses. The slightest of peri- or intra-articular in- 
juries are not infrequently the nidus for pathogenic 
organisms pre-existent in the blood. The former 
presence of a syphilitic, gonorrheal or tubercular in- 
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fection is frequently a matter of medico-legal im- 
portance in relation to joint injuries. 

Conclusions. We assume that a working knowl- 
edge of the surgical anatomy of the elbow joint and 
the correct interpretation of radiographic findings 
are essential to the correct treatmentof elbow lesions. 
We feel that a thorough examination of all elbow 
cases will lead to more correct diagnosis and a con- 
stantly increasing percentage of excellent functional 
results from the treatment of these lesions. 

202 Conti street. 



ORGANIZATION: EACH SURGEON AS A 
FACTOR. 

By F. A. Webb, M. D., Calvert, Ala. 

The slogan of success along all lines of human 
•endeavor is organization. Combinations of capital, 
labor unions, political parties, religious movements, 
scientific associations, must all organize for any 
great purpose to make progress and to achieve ulti- 
mate success. No chain is stronger than its weak- 
est link. No organization is stronger than the weak- 
est individual that enters as a unit. This is true of 
our organization as an association of surgeons of 
the Southern Railway. Each surgeon is a factor, 
or a unit, and just in proportion to his worth, as a 
man and a surgeon, is the strength of our organiza- 
tion. If this be true, how important then that each 
of us ask and answer the question : "What are we 
worth as individual factors to our organization or 
association ?" 

The Association of Surgeons of the Southern 
Railway is justly proud, and has no cause to blush 
for shame; when we review our past history, the 
noble, unselfish work accomplished, we can say, 
without contradiction, that the objects written in our 
•constitution have been achieved, and to-day we 
meet with no regrets for the past and with brighter 
hopes for the future. The stability, the usefulness 
for the future, all depends upon our organization, 
each surgeon as a factor; hence, my reason for 
bringing this subject before you for consideration. 
To be a member of this association, appointed as a 
surgeon by one of the best railway systems of the 
country, is not only an honor, but a great privilege, 
a great responsibility. On the one hand, each of us 
represents an association whose aims are to develop 
and cherish all the true and noble elements of the 
medical profession, social and fraternal, the advance- 
ment of science and surgery, the relief of suffering, 
and the uplift of humanity. On the other hand, we 

*Read at Seventeenth Annual Meeting of Association of Surgeons 
of Southern Railway, Washington, D. C, June 11-12, 1912. 



each represent the Southern Railway, not only as 
surgeons, but as Mr. W. W. Finley, its president, 
has said : "In the moulding of public sentiment to 
the upbuilding of this great system." Privilege and 
honor, as before stated, bring great responsibility, 
and that responsibility rests upon each surgeon as 
a factor in the advancement and upbuilding of our 
organization, the Association of Southern Railway 
Surgeons. 

The world is a wonderful chemist, to be sure. 
And detects in a moment, the base from the pure. 
We may boast of our claim to genius or birth, 
But the world takes a man for just what he's worth- 
As the world estimates the individual, so with the 
association, so with the Southern Railway. Each 
individual surgeon will be judged by just what he 
is worth. What the world demands and wants is 
a man that can prove himself a power in the posi- 
tion he holds. The world demands vital, forcible, 
octive, determined men, so does our organization, 
so does the Southern Railway. In the advancement 
of the organization we represent, to be factors for 
good or for power, to be vital, forcible, active mefn- 
bers, we should concentrate our talents in the ad- 
vancement of the objects both of our association and 
of the railway we represent. This concentration of 
talent and heart means high ideals of duty, unselfish 
devotion, unremitting work. It is the duty of each 
surgeon to attend our annual meetings to get new 
inspiration, to renew old friendships and take an 
active part in the discussions. Show our apprecia- 
tion of our chief surgeon. Dr. W. A. Applegate, our 
loyalty to him and to the Southern Railway, by our 
interest, by falling in line, always following as he 
commands. Stand by our faithful and efficient sec- 
retary. Surgeon J. U. Ray, giving him our individ- 
ual and collective support for the success of 
the association ; preparing ourselves for better work, 
greater usefulness by a mutual interchange of re- 
ports and papers ; in a word, get inspiration so that 
by organization each can be a factor for the up- 
building of the association. 

In conclusion, I would say that each member, each 
surgeon is a factor in our organization. Therefore, 
let us strive to be joyous in our work, moderate in 
our pleasures, faithful in our friendships, energetic, 
but not excitable or in haste, enthusiastic but not 
fanatical, loyal to truth, ever open-minded to 
the newer light; to discourage shams and rejoice 
in all that is beautiful and true; to do our work 
and live our lives so that neither shall require de- 
fense nor apology; to honor no one simply because 
rich or famous and despise no one, however hum- 
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.ble or poor ; to be gentle and considerate toward the 
weak, respectful yet self-respecting toward the 
^reat, courteous to all, obsequious to none ; to seek 
wisdom from great books and inspiration from all 
that is good, to invigorate our minds with noble 
thoughts, as we do our bodies with sunshine and 
fresh air ; to prize all sweet human friendships and 
seek, at least, to make some one happy, to have 
charity for the erring, sympathy for the sorrowing, 
cheer for the despondent ; to be indifferent to none, 
helpful to all ; to leave the world a little better off 
because of our association, and to pass away when 
we must, bravely and cheerfully, with faith in God 
and good will to all our fellpw-men. As Ella 
Wheeler Wilcox beautifully exhorts : 

Use all your hidden forces. Do not miss 

The purpose of this life. And do not wait 

For circumstances to mould or change your fate. 

In yourself lies destiny. 

Let this vast truth cast out all fear, 

All prejudice, all hesitation — 

Know that you are great. 



Surgical Gleanings 



Operation for Perforated Gastric and Duo- 
denal Ulcer — Dr. O. L. Lauper {Zentbi f, Chir, 
No. 9, 1912) states that in ulcer of the pylorus or 
duodenum the method of choice is suture plus gas- 
troenterostomy, although the latter in conjunction 
with tamponade may suffice. If the patient's 
strength however does not permit of any prolonged 
mode of suture, stitching a piece of omentimi over 
the perforation followed by tamponade is advisable. 
Sometimes, however, simple approximation of the 
♦edges of the ulcer by means of one or two button 
sutures, followed by careful application of a tam- 
pon, may fulfill the requirements. To facilitate su- 
ture freshening of the edges of the perforation is of 
service. Excision of a gastric ulcer is always to be 
considered as a substitute for the other methods. 

Tincture of lodin Catgut.— Hoffman and 
Budde (Deut. med, Wochensch., No. 13, 1912) 
have made investigations of iodin catgut in the 
Hygienic Laboratories of the University of Berlin. 
It was found that catgut could be sterilized as re- 
liably in 5 per cent, alcoholic tincture of iodin as 
in I per cent, watery solution of iodin and potas- 
sium iodide. From a practical standpoint the 
lodin tincture catgut was equal to that prepared 
according to the Claudius method. The strength 

•of the gut was not impaired if it was preserved 
stretched in a S per cent, iodin tincture. On the 

-other hand, unstretched filaments untwisted in the 
tincture with a reduction of their strength of 50 
or more per cent. In studying the action of iodin 

-upon catgut in the various methods of preparation 
hydriotic acid was always formed. As this readily 

• combines with albuminous bodies, and any solution 



of iodin which has once been used contains large 
quantities of this acid, it is advisable to employ 
only a freshly made tincture. To obtain an iodin 
catgut that will contain but small quantities of iodin 
and therefore will be more easily absorbed, the un- 
stretched gut, sterilized by heat, is placed for thirty 
minutes in a 10 per cent, tincture of iodin, to which 
3.5 per cent, potassium iodide has been added. 

Treatment of Abscesses of the Middle Palmar 
Space. — As Kanavel takes pains to . emphasize 
(Infections of the Hand, Lea & Febiger, Publish- 
ers, Phila.) the middle palmar space is a grave 
responsibility; the diagnosis is difficult, and, on 
the other hand, the danger of delay is great. It 
is probably better to err upon the side of radical- 
ism, however, than conservatism, owing to the 
liability of complications in the ulnar synovial 
sheath, the bones, and the joints. 

Any method of opening the space exposes cer- 
tain tissues to injury, and it is a question of 
choosing the least dangerous route. It cannot 
be opened upon the ulnar side, owing to the fear 
of infecting the ulnar bursal sheath ; a flap of the 
palmar fascia should not be dissected up from 
below, as has been suggested, making a sort of 
trap-door, as it were, since the infection lies be- 
low the tendons, and to make such an opening 
and then drain anteriorly between the tendons 
would result in unnecessary adhesions. 

The least injury and the most efficient drain- 
age of the middle palmar space can be secured 
by an incision along one of the three lumbrical 
canals leading into this space ; i. e., the little fin- 
der, ring finger, or the middle finger canals. That 
.anal will be chosen which is already markedly 
.nfected, either because it has been the atrium 
of the infection or because it has been secondarily 
involved. If the surgeon has any choice in the 
matter, that between the ring and middle finger 
gives the most satisfactory drainage. An incis- 
ion is made into the canal and carried one-half 
inch above its end up into the palmar space ; i. e., 
one-half inch proximal to a line joining the prox- 
imal end of the distal flexion crease with the dis- 
tal end of the middle flexion crease, or, grossly 
speaking, a thumb's breadth and a half up into 
the palm. This brings the incision between the 
tendons. An artery forceps is thrust under the 
group of palmar tendons and the blades opened, 
satisfactory drainage ensuing. A small strip of 
gutta percha or gauze saturated with vaseline 
will keep the opening from closing for a day, 
after which time it will not be needed. The au- 
thor credits Dr. F. A. Besley for the suggestion 
as to this method of incision. It is remarkable 
how rapidly cases will recover under this treat- 
ment. 

Injuries of the Thoracic Duct.— Dr. D. G. 

Zesass (Deut. Ztsch, f. Chir,, Bd. 113, Hft. 3-4) 
has collected 48 cases of injury of the thoracic 
duct during operations, to which he adds another. 
The injury in most cases occurred during the re- 
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moval of tuberculous or carcinomatous cervical 
glands, the duct being wounded in its course in 
the left supraclavicular fossa. A lymphorrhea 
usually followed at once and lasted for several 
weeks or months. Apart from five cases which 
terminated fatally, trauma of the thoracic duct in 
its cervical portion is not as a rule followed by ser- 
ious complications. As regards treatment suture 
of the wound is the method of choice, and liga- 
ture of the peripheral end is only to be considered 
where this. is impossible. If both these measures 
are impracticable, tamponade must be employed. 

Enterostomy as a Lifesaving Measure in Per- 
itonitis and Intestinal Occlusions. — Dr. A. Kro- 
gius (Deut Zeitschrift /. Chir,, Bd. 112, Hft. 4-6) 
reports that during a period of almost ten years 
enterostomy has been done in 107 cases operated 
upon for various abdominal affections in the Sur- 
gical Clinic of Helsingfors. The object of the pro- 
cedure was to establish a temporary fistula for the 
removal of stagnating intestinal contents, thus pre- 
venting threatening death from obstruction. In 
37 cases enterostomy was resorted to as a primary 
measure, with 13 cures, and in 70 cases as a sec- 
ondary procedure a few days after the first oper- 
ation, with recovery in 23. In 42 cases the condi- 
tion was one of peritonitis originating in the ver- 
miform appendix and in 35 cases intestinal occlu- 
sion was present. To be effective the enterostomy 
must be done above the site of obstruction of the 
bowel, usually in the small intestine. A cecal fis- 
tula can prove useful only in case of obstruction 
of the large intestine. By adopting the Witzel meth- 
od the fistula can be established high up in the small 
intestine without any risk of resulting inanition. 

Operative Removal of Intramedullary Spinal 
Tumors. — Dr. W. Roepke (Arch, /. klin. Chir., Bd. 
96, Hft. 4) concludes: i. An intramedullary spinal 
tumor, if encapsulated, can be removed without any 
special risk of injury through a posterior incision in 
the median line of the cord down to the growth, af- 
ter which it is carefully enucleated. 2. The high al- 
bumin percentage and yellow color of the cerebro- 
spinal fluid, with slight or no increase of cells, are 
of great significance in connection with the clinical 
symptoms in the differential diagnosis between 
spinal tumors, multiple sclerosis and spinal syphilis. 
3. A normal condition of the cerebrospinal fluid 
persisting long after the operation is an evidence of 
the successful removal of the tumor. 

Perforating Injuries of the Lar3nix. — Dr. N. 
Boljarski (Beitr. 2, klin, Chir., Bd. 77, Hft. 2) 
has met this injury in o.i per cent of 21,000 cases 
of various trauma in the hospital with which he 
is connected. Of the 25 cases reported the ma- 
jority constituted attempts at suicide (21). In 24 
of these the vessels were not injured, and in the 
majority of wounds the larynx was penetrated 
through the thyro-hyoid membrane, thyroid or 
cricoid cartilage. The author's mortality was 25 
per cent, as compared with Witte's 42.7 per cent. 
In II cases treated by primary suture there 
were only two deaths, healing taking place by 



primary union in 9. For this reason the author 
is inclined to regard primary suture as the method 
of choice in knife wounds of the larynx, as it 
leads to complete restoration of function within a 
short time. Transverse wounds of the larynx are 
to be united by layer sutures, preceded by prophy- 
lactic tracheotomy. 

Incarcerated Trcitz Hernia. — Dr. J. Gobiet 
(Wiener klin Wochensch., No. 12, 1912) relates in 
detail a case of incarcerated Treitz, or retroperi- 
toneal, hernia successfully treated by operation. In 
this variety of hernia the protrusion takes place in 
the recesssus duodeno-jejunalis. This recess is 
bounded by Treitz' ligament (inferior duodenal 
fold, which in its free margin contains the inferior 
mesenteric vein). It is very characteristic of this 
hernia that the lower mesenteric vein courses in the 
free margin of the anterior wall of the perit(Hieal 
pouch. The treatment is always operative, and 
from his previous experience the author concludes 
that slight degrees of incarceration can usually be 
relieved by simple traction upon the prolapsed 
gut. In rare instances where a firm constriction of 
the intestine is present, it is usually necessary to 
ligate the inferior mesenteric vein, although fre- 
quently it is thrombosed. As a vital indication liga- 
tion even of the intact vessel may be required if 
the intestine cannot be freed in any other way. The 
only reliable radical operation consists in splitting 
the hernial sac outwardly from the ring and then 
removing the anterior wall. If the vein is throm- 
bosed there is no obstacle to this procedure. If, 
however, it is intact, the vein should not be inter- 
fered with, the open sac being stitched to the abdom- 
inal wound and drained. 

Surgical Treatment of Duodenal Ulcer. — Dr. 

F. N. G. Starr (Canad, Med. Assoc. Jour., March, 
1912) calls attention to the following points in per- 
forming gastrotenterostomy for duodenal ulcer: 
I. Get a piece of jejunum as near the beginning 
as possible. 2. Be sure to have the clamp, if you 
use a clamp, on a line with the mesentery of the 
jejunum. 3. Scratch with the point of the knife 
the midline of the clamped portion of the stomach 
wall and of the jejunal surface, before placing the 
first or peritoneal row of linen sutures, in order 
that one may be sure of the line of incision when 
the time comes to open the lumen. 4. After you 
have put in your posterior through and through 
row of sutures of No. 2 chromic catgut, put in a 
third row of No. i or No. 2 sterile catgut to obvi- 
ate the possibility of hemorrhage from the posterior 
cut edge. This is a part you cannot see at the end 
of the operation, and to have it safely secured may 
save much trouble and increase your peace of 
mind. '5. Secure the anastomosis accurately and 
without any rotation to the margins of the opening 
in the meso-colon, and thus prevent the possibility 
of hernia into the lesser sac. 6. Don't unneces- 
sarily handle the organs, and don't, above all things, 
pull and jerk at the organs, or damage will be done 
to the vessels of the mesentery and a fatal issue 
will be the reward. 
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A New Operation for Tabetic Gastric Crises. — 

Professor Hochenegg (Deut, Ztschr. /. Chir., Bd, 
III, Hft 4-6) believes that in some cases of gastric 
crises in locomotor ataxia disease of the pneumo- 
gastric or its nucleus is the primary cause, and 
Sierefore suggests section of the pneumogastric as 
a substitute for Foerster's operation (resection of 
the sensory portion of the tenth, eleventh and 
twelfth dorssii nerve roots). This operation has 
been performed by him in two cases, the pneumo- 
gastric nerves being divided below the diaphragm 
at a point above their ramification. In view of the 
fact that experiments on animals have shown that 
section of these nerves is followed by atony of the 
stomach and by pyloric spasm, the author estab- 
lished a gastric fistula according to the method of 
Witzel and introduced a drain. The relief afford- 
ed in the first case was very striking, as evidenced 
by the cessation of vomiting and pain, while in the 
second case the results were imsatisfactory. This 
operation has the advantage over Foerster's meth- 
od of being less dangerous. 

Surgery in Epilepsy. — Dr. W. A. Bryan 
(South. Med. Jour., Apr. 1912) says that certain 
cases of true epilepsy arc curable by. operation. The 
percentage is small — 2 to 8 per cent. Certain other 
cases may be benefited by surgery in reduction 
either of the number or severity of the attacks — 
possibly twice the number susceptible to cure. The 
majority are not benefited at all, and a very small 
percentage are made distinctly worse. The greater 
the ancestral taint and the longer the time since the 
onset of the disease, the less the chance of cure. 
Kpilepsy is not essentially and wholly a surgical 
condition. Even when surgery is done it should be 
understood by all concerned that the treatment is 
only bc^gun, and the most painstaking r^^lation of 
the patient's life must be ordered and supervised by 
competent attendants for a long period of years af- 
terwards. The correction of all traumatic defects 
at the time of their occurrence, if they could with 
reasonable assurance be suspected of initiating epi- 
lepsy, would prevent many cases of epilepsy. 

Rupture of the Abdominal Wall.— Dr. A. G. 
Stewart {Brit. Med. Jour., May 25, 1912) reports 
a unique case of spontaneous rupture of the abdom- 
inal wall after a severe attack of coughing in a 
woman, seventy-four years old. Several coils of 
small intestine and omentum protruded through a 
rent about 2 inches in length. Bleeding was taking 
place from a wound of the mesentery. The patient 
was anesthetized, a piece of omentum ligatured and 
cut oflF, the rent in the mesentery closed with con- 
tinuous catgut suture, the intestine replaced, but the 
widely separated recti not approximated owing to 
her collapsed condition. The abdomen was closed 
by superficial and relaxatiixi sutures after removal 
of some rebundant skin. Recovery was uneventful. 
As regards his experience with postoperative rup- 
ture the author has made the rather surprising ob- 
servation that in nine cases which he has come 
across the accident usually occurred in the second 



week, and not in the days immediately following 
operation, the average being on the tenth day. It 
frequently occurs in stout individuals with much 
subcutaneous fat (one of the cases being in a woman 
of 18 stones), and in those debilitated, for example, 
by carcinoma. Straining for any reason, such as 
postoperative vomiting or bronchitis, tends to favor 
the accident, while, lastly, the use of catgut as an 
abdominal suture has been said to favor its produc* 
tion. As regards the usual site, in one case the 
incision was through the right rectus in a ^l-blad« 
der operation, in another in the middle Ime above 
the umbilicus, while in the remaining seven it was 
in the middle line below the umbilicus. In all 9 
cases secondary suture was done as soon as possible 
under general anesthesia. Of the 9, 6 recovered 
and 3 died. 

The Operative Treatment of Purulent Menin- 
gitis. — Dr. S. Kostlivy (Archiv f. klin. Chir., Bd, 
97, Hft. 3) advises that to thoroughly expose the 
inflamed meninges an extensive craniectomy should 
be performed. Sufficient bone should be resected 
over the site of suppuration to uncover this area 
as well as the surrounding healthy membrane. In 
this way only can adequate drainage be estaUished, 
Of the two cases of diffuse meningitis in which the 
author operated, one was the result of a chronic 
otitis, while in the other it resulted from suppurat* 
ing subdural hematoma. Both patients recovered 
from the operation, although the second later suc- 
cumbed to a general cerebral atrophy. 

Radical Operation for Uterine Prolapse. — Dr. 

H. Hans (Zentralbl. f. Chir., No, 16, 1912) sug- 
gests the following method which he has employed 
in two cases of uterine prolapse: After extirpa* 
tion of both tubes a large wedge-shaped portion is 
cut from the body of the uterus, the apex being di- 
rected toward the cervix. The restating uterine 
flaps are then turned back and united at the upper 
margins, respectively, to the right and left recti by 
means of mattress sutures. Below they are sutured 
to the fascia in the same manner. ' The uterus is 
thus elevated, the entire procedure being done ex- 
traperitoneally, and as the tubes have been removed, 
there is no chance of pregnancy. 

Tuberculous Lymph-Nodes. — Dr. J. Clark 
Stewart (St. Paul Med. Jour., July, 1912) writes 
encouragingly of the value of the x-ray in the treat- 
ment of tuberculous lymph-nodes. Since seven 
years ago he has treated quite a number of cases of 
discrete nodes of the neck, clinically diagnosed as 
tuberculous and this confirmed by tuberculin tests. 
Without softening they have been reduced in size 
and have remained several years without recrudes- 
cence. This experience leads him to urge the x-ray 
as a substitute for radical removal in early cases at 
least, this being aided by prompt evacuation of soft- 
ened nodes and the best hygienic conditicHis possible. 
Radical removal is to be reserved for massive ad- 
vanced cases or for charity work where the time 
element is important. 
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Med. Jour., June 88, 1918). J. Swain, Bristol. 
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H. Taylor, Washington, D. C. 
Factors of Safety in Operating for Exophthalmic Goiter (Jour. A. 
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lis; W. E. Harwood, Eveleth; B. S. Adams, Hibbing, Minn. 
Gastroenteroptosis, When is Surgery Indicated? (Surg., Gyn. and 

Obst., July, 1918). J. Ransohoff, Cincinnati. 
Hemorrhage into the Peritoneal Cavity Caused by Accidental Rup- 
ture of the Ovary (An. of Surg., July, 1918). A. Primrose, 
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P. Heineck, Chicago. 
Hysterotomy (Jour. A. M. A., July 18, 1918). J. B. Deaver, Philsr 
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H: G. Wetherill, Denver. 
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1918). R. McPherson, New York. 
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NOTE ON THE VESICAL SPHINCTERS. 

By G. Frank Lydston^ M.D., Chicago. 

Professor of Genitourinary Surgery and Syphilology, Chi- 
cago College of Physicians and Surgeons. 

The division of the sphincters of the bladder and 
their description by anatomists and surgical writers 
into "true and false" sphincters is an inheritance 
which has been handed down to us by generation 
after generation of authors and surgeons. The 
false sphincter has been described as the circular 
muscular fibers at the prostato-vesical orifice. This 
internal or alleged "false" sphincter has been 
claimed to be of very slight importance in urinary 
control. The external sphincter or cut-off muscle 
of Cruveilhier, comprising the perineal muscles and 
the circular muscular fibers of the membranous 
urethra has been described as the "true" sphincter 
vesicae, upon the proper functioning of which blad- 
der control, it is generally claimed, depends. 

In my various writings for many years past I 
have called the attention of the profession to the 
fallacy of the old nomenclature and description of 
the sphincters vesicae. I h:id followed for some 
years in teaching genitourinary diseases the old idea 
regarding the sphincteric coi.trol of the bladder, 
when a case occurring in m) own practice con- 
vinced me that this teaching was wrong. This 
case was one in which the entire floor of the ureth- 
ra was destroyed from the mid- perineal region to 
the internal sphincter vesicae. The anterior rectal 
wall corresponding to the floor of the urethra had 
been destroyed from the internal sphincter vesicae 
to the sphincter ani. A sound in the bladder could 
be seen via an anal speculum from the sphincter 
ani to the internal sphincter vesicae. The pros- 
tate had been practically destroyed by the absorp- 
tion pressure of a calculus weighing nearly nine 
hundred grains and a secondary abscess. I was 
astonished to note that not one drop of urine in- 
voluntarily escaped from the patient's bladder. I 
subsequently observed, and this is a fact which 



every perineal prostatectomist has undoubtedly 
noted, that even if the membranous urethra has 
been divided and the prostate completely removed 
no fluid in most cases escapes from the bladder un- 
til its cavity is entered through the so-called "false" 
sphincter. 

In another case I removed the prostate, which was 
so hard that I suspected carcinoma until the subse- 
quent microscopic examination of the tissues prov- 
ed the benignancy of the tumor. The fibrosis was 
so pronounced that I was compelled to remove the 
prostate piecemeal, capsule and all. The vesical 
orifice surrounded by the external sphincter was 
plainly to be seen in the process of removal of the 
prostate. I inserted a large drainage tube, which 
I withdrew on the third day. Complete retention 
of urine occurred, and I was obliged to reinsert a 
tube. This case alone should prove my point. 

I have operated upon cases in which suprapubic 
section and division of the vesical neck alone were 
necessary to relieve retention. As is well known, 
we have cases in which sclerosis of the vesical neck 
exists with little or no enlargement of the pros- 
tate. In these cases division of the vesical neck 
is absolutely necessary in order that retention may 
be relieved. In one of my cases there was a nor- 
mal old man's prostate, i. e., an atrophied organ. 
The patient, however, had twenty-nine ounces of 
residual urine and a sacculated bladder. I explain- 
ed to him the probable inevitable incontinence of 
urine which would follow operation. I explained 
also the inevitable outcome of the case if unoper- 
ated. The prognosis seemed especially clear in 
view of the fact that the bladder was in a septic 
condition and the kidney already involved in a low 
grade of chronic pyelonephritis. The operation 
consisted of suprapubic section, the passage of a 
grooved director from within downward beneath 
the inferior segment of the obstructing prostato- 
vesical ring, and division of the latter. The pros- 
tate proper was not interfered with, and obviously 
the membranous urethra was not disturbed. The 
division was made with the galvano-cautery, and 
only such tissues involved as lay upon and above 
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the director. It was as clean a division of the ves- 
ical sphincter as could be imagined. Incontinence 
resulted in this case, although there had been no 
interference with the prostate — or such remnant of 
it as existed — ^the membranous urethra, or the 
perineal muscles, i. e., the so-called "cut-off mus- 
cle" of Cruveilhier. 

I have, from time to time, been somewhat insist- 
ent in making the point involved in this article, but 
I am free to say that what I have thus far said has 
had comparatively little effect in modifying the cus- 
tomary teaching of the anatomy and physiology of 
urinary control. 

In conclusion, I wish to sum up the results of my 
observation upon the vesical sphincter as follows: 
I. The so-called "true sphincter" of the bladder is 
purely auxiliary. 2. The so-called "false sphinc- 
ter" is the true sphincter, and the important factor 
in urinary control. . 



"SLIDING HERNIA" WITH REPORT OF A 
CASE. 

By Robert E. Moore, M.D., Brooklyn, X. Y. 

The first case I wish to present is one of slid- 
ing hernia of the cecum. My reason for offering 
it is the rarity of the condition and the method 
devised extemporaneously at the time of opera- 
tion for its radical treatment. 

This type of hernia receives but scant mention 
in most of the text-books on surgery and is not 
referred to at all in many of them. Bryant and 
Buck, Vol. 8, refer to the subject as follows: 
"Another instance of absence of sac is seen in 
those parts * * * inguinal hernia or femoral 
hernia, which are called sliding hernias, or her- 
nia par glissement. The colon on either side 
may slide into such an inguinal or femoral canal 
by escaping from its own meso-colon, and hence 
be devoid of peritoneum wholly or in part." 

American Text-Book, page, 904: "According 
to the most recent observations a cecocele with 
an incomplete sac is rare." 

Rose and Corlies, p. 1065: * ♦ * "A few 
indisputable cases in which the serous envelope 
was incomplete in a so-called cecocele." 

In none of the books consulted is any special 
operative procedure mentioned. 

The conditions presented differ so materially 
from those in the ordinary inguinal hernia that 
the operative methods and care for the latter 
are not applicable here. The chief difficulty con- 
gists in that the posterior wall of the hernial sac 
is formed by the peritoneum covering the anter- 



ior surface of the cecum or sigmoid and its mes- 
entery, while this portion of the intestinal tract 
lies in the inguinal canal, but completely behind 
and outside of the sac and intimately and insep- 
arably attached to its posterior wall. Evidently, 
then, the sac cannot be transfixed, ligated and ex- 
cised in the usual way, for this would involve 
the removal of the herniated portion of gut and 
its mesentery. In other words, the cecum, appen- 
dix and attached portion of ileum do not descend 
into the inguinal canal within a preformed peri- 
toneal sac, but that portion of the parietal perito- 
neum between the base of the cecum (i. e., its 
mesenteric attachment) and the internal abdom- 
inal ring is dragged into the canal, forming part 
of the fundus of the sac, and draws along with it 
the cecum and the mesentery, which in turn con- 
stitute the posterior wall of the sac and its neck. 

Case History. — ^The patient was a man, aged 
thirty-two, married. The family history was 
negative ; the personal history presented two im- 
portant points: (1) Marked alcoholism. (2) 
Previous operation at Long Island College Hos- 
pital for right inguinal hernia, in December, 1904. 
The hernia had existed for six years before this 
primary operation and did not return for two 
years. 

Patient complained of a rupture on the right 
side of four years' duration, gradually getting 
larger and causing more pain and discomfort. 
A truss completely retained it; but after trying 
three different makes and experimenting with 
them a dozen or more times, and failing to get a 
truss which while comfortable would retain the re- 
current hernia, he gave up in disgust. 

Examination : Large, right inguinal hernia, in- 
direct, completely reducible, descending into the 
scrotum. External ring large. Scar of former 
operation about three-quarters of an inch above 
Poupart's ligament. Other points in general ex- 
amination unimportant. 

Operation : On October 1st, under anesthesia, 
the usual oblique incision was made above Pou- 
part's ligament, and medially from the scar of 
the previous incision. Dense cicatricial tissue 
was encountered, attaching the scar to the mar- 
gin of the external ring. The skin was freed and 
the inguinal canal opened in the usual way by 
splitting the aponeurosis of the external oblique. 
The internal oblique was separated from Pou- 
part's ligament at its normal height. The cord 
had apparently not been transplanted, and lay 
behind a large hernial sac, so that conditions pre- 
sented exactly resembled those of ordinary in- 
direct inguinal hernia, save that no cremaster 
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muscle was to be seen. The sac was easily lift- 
ed from the canal and separated from the cord. 
An effort was now made to clear from the sac the 
rather dense fibrous tissue which enveloped it. 
It was possible to separate entire an outer fascial 
covering. This left the sac anteriorly fairly clean, 
but posteriorly there appeared to be a dense fi- 
brous covering rich in bloodvessels. In attempt- 
ing to strip this off by the aid of forceps a tear 
was made into what was immediately recognized 
as smooth muscle tissue, and the exact nature of 
the hernia was for the first time suspected. The 
sac was then opened on its* anterior surface and 
these suspicions confirmed. The cecum, elong- 
ated to about four inches in length, formed the 
posterior wall of the sac ; it was empty and col- 
lapsed. The leaves of its mesentery were widely 
separated and spread from its lateral surface to 
complete the posterior half of the sac. The peri- 
toneum had been stripped likewise from the pos- 
terior surface of the caput to within about one- 
half inch from the tip, so that practically the 
whole of the posterior half of the cecum was de- 
void of peritoneal covering. An enormous appen- 
dix and a portion of the ileum were also within 
the sac. 

A large normal appendix was removed. Two 
oblique incisions through the lateral walls of the sac 
were made, running from a common point in the 
fundus just beyond the caput to the inner and outer 
margins of the internal ring ; thus leaving the anter- 
ior half of the sac, which resembled in every partic- 
ular the anterior half of the usual hernial sac. This 
was cut away at the junction of the neck and the 
peritoneum lining the abdominal cavity. Posterior- 
ly was left: The cecum, covered on its anterior 
surface with normal peritoneum but bare posteriorly 
save for fibrous tissue and bloodvessels; and the 
two triangular wings of peritoneum reflected from 
the lateral margins — one on each side — of the cecum. 
These wings were folded backward, and the free bor- 
ders sewed together behind the cecum and its vessels 
to within about an inch of the margin of the in- 
ternal ring; thus forming a complete peritoneal in- 
vestment for the caput and its vessels, but leaving 
still exposed a triangular area on the posterior 
surface of the cecum near the internal ring. The 
anterior half of the sac was now cut away flush 
with the peritoneal lining of the abdominal cav- 
ity. Sutures of No. 2 plain catgut were then 
passed, one to the medial and one to the lateral 
side of the cecum, each engaging one of the 
angles formed at the junction of the correspond- 
ing peritoneal wing with the margin of the ring; 
the ends were left long. 



The cecum was pushed back into the abdominal 
cavity and the ends of the two sutures just placed 
were tied tightly together, and one end left long. 
The ring was thus reconstructed and resembled 
that left after excision of the sac in the usual type 
of hernia. It was then closed by suture with the 
long thread first described. By these maneuvers 
the cecum was recovered with peritoneum to a 
point a little beyorfd the base of appendix ; a short 
meso-cecum was reconstructed, and the parts re- 
turned to the abdominal cavity in approximately 
their normal condition and relationship. The 
rest of the operation was completed according to 
.Colles and modified Bassini. 

The operation was necessarily a long one, but 
the patient stood it well and was returned to bed 
in excellent condition. He developed delirium 
tremens on the second day following its perform- 
ance, with marked restlessness. His condition 
was critical until the fourteenth day when his 
mind began to clear and his temperature was 
normal. Despite these handicaps we were fortu- 
nate enough to get primary union, and I can 
present the patient to you in healthy condition 
with a good firm closure of the abdominal wall. 

This patient seen fifteen months after operation 
showed no tendency to recurrence. 

118 Lafayette Avenue. 



THE SURGICAL IMPORTANCE OF THE 

SIX LOWER NERVI INTERCOSTALES, 

WITH SPECIAL REFERENCE TO 

POSTOPERATIVE HERNIA. 

By H. J. H. HoEVE. M.D., Des Moines, Iowa. 

Every surgeon is familiar with the fact that even 
the slightest involvement of the nerv. radialis by 
callus in a case of fracture of the humerus is fol- 
lowed by symptoms affecting the extensor muscles 
of the forearm, varying in d^^ee up to complete 
paralysis and atrophy, and it is generally known 
that similar results are obtained to a greater or less 
degree from the involvement of somatic nerves in 
any part of the body. 

Taking into consideration these facts it is sur- 
prising to me that the branches of the intercostal 
nerves supplying the anterior belly wall are entirely 
ignored by many so-called surgeons. I personally 
have seen abdominal sections performed where ab- 
solutely no attention was paid to nerves or muscles, 
and I have been wondering why in such instances 
operation is not always followed by postoperative 
hernia. 

I am fully aware of the fact that scar-tissue 
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formed in fascia is never as strong as similar tis- 
sue formed in muscle (Hyrtl) and also that local- 
ized infections in the tela subcutanea, or even be- 
tween the layers of the anterior belly wall, may re- 
duce the vitality of the tissues to such an extent 
that sequelae in the form of hernia cannot be 
avoided. On the other hand, the pressure of drain- 
age tubes, stitches or even gauze upon the abdomi- 
nal intercostals may be amply sufficient to cause 
atrophic changes in the latter, which necessarily are 
followed by impaired innervation of the corre- 
sponding muscular segments and their subsequent 
atrophy. 

According to my ideas, mechanical interference 
with the nerve supply of the individual muscular 
segments of the anterior belly wall plays an im- 
portant role in the production of postoperative 
hernia, a fact which seems to be recognized by a 
few authors, among them Moynihan, who states: 
"It is a cardinal rule that there shall be Ao division 
of muscular fibers unless it is absolutely necessary 
for a sufficient exposure of the operative field; 
muscular fibers are always to be separated, never to 
be cut. Nerves likewise are things to be treated 
with respect." He quotes as an example a case 
where an abdominal nephrotomy had been per- 
formed through the right linea semilunaris, sev- 
eral nerves having been divided, and as an inevit- 
able consequence, the rectus muscle supplied by 
them had wasted to the point of almost complete 
disappearance. An enormous hernia had devel- 
oped, which no operation could possibly cure. Also 
I may quote Assmy, who states that in those cases 
where the rectus abdominis has been widely split 
vertically an atrophy of that part of the muscle, 
medial to the split — the part of the muscle which is 
dissociated from its nerve-supply — invariably takes 
place. 

Hartman and Kocher certainly recognized the 
importance of the nerve-supply as they did not split 
the muse, rectus abdominis in their operation for 
gastroenterostomy or gastrostomy, but divided the 
anterior layer of the sheath of the rectus, pulled 
the muscle outwards, and then made an incision 
through the posterior layer of the sheath and sub- 
sequently replaced the muscle in its normal po- 
sition. 

Bryan also states correctly in his operative 
surgery, that the severance of abdominal intercos- 
tals is followed by a greater or less loss of power 
of the muscles to which they are distributed, and 
that patients should be guarded against the local- 
ized loss of power and hernial sequelae incident to 
the division of those nerves. 



It certainly is beyond my understanding how the 
Battle-Kammerer incision can still find adherents, 
as nobody but a man absolutely ignorant of the 
anatomy of the anterior belly wall would make an 
incision at the outer border of the muse, rectus ab- 
dominis and retract the muscle inward, thereby 
completely severing the corresponding anterior 
branches of the lower intercostal nerves, which en- 
ter the sheath of the musculi recti at the linea semi- 
iunaris (Spigelli) in order to reach the posterior 
part of the outer portion of the muse, rectus, which 
they pierce so as to form subsequently the anterior 
cutaneous branches of the belly. 

I am ready to take the following standpoint: 
'Tostoperative herniae are due to mechanical inter- 
ference with the nerve supply of the abdominal 
muscles. In clean cases this interference is the 
direct result of the cutting or bruising of any of the 
six lower intercostal nerves- or occasionally due to 
the stretching of the anterior belly wall from pres- 
sure of gas in the intestine and stomach." 

The lateral cutaneous branches of the abdominal 
intercostal nerves {rami cutanci lateralcs ab- 
domiualis) — Location : — 

1. They become superficial about midway be- 
tween the mamillary and the mid-axillary lines. 

2. Between the digitations of the muse, serratus 
anterior, those of the muse, latissimus dorsi, and 
those of the muse, obliquus externus abdominis. 

3. At the tip of the rib origins of the muse, ob- 
liquus externus abdominis, in the angle formed be- 
tween the digitations of the muse, serratus anterior. 

4. They divide into two branches, an anterior 
(ramus anterior) and a posterior (ramus posteri- 
or) right after becoming superficial. 

5. The anterior ramifications lie just external to 
the muse, obliquus externus abdominis and pass 
downward, forward and inward across their cor- 
responding ribs to almost in front of the sheath of 
the muse, rectus. 

6. The posterior ramifications pass nearly hori- 
zontally backward around the lateral margin of the 
muse, latissimus dorsi. 

7. The anterior branch of the 12th runs down- 
ward over the iliac crest. 

Topography. — Places of" emergence : — These cor- 
respond to a line drawn from the middle of the 
lower border of the muse, pectoralis major to the 
junction of the anterior and middle thirds of the 
iliac crest. 

Direction of the anterior branches. — These cor- 
respond to lines drawn obliquely downward and 
forward from their place of emergence toward the 
linea alba. 
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Convey — sensory impulses. 

Source: — From the nervi intercostales, Sth to 
1 2th. 

Course : — See distribution. 

Distribution. — Anterior branches: — 6th and 7th 
— to the skin over the middle of the epigastric re- 
gion. Sth — to the skin at the level of the middle 
inscription tendinae musculi recti. 9th — to the 
skin just above the level of the umbilicus. loth — 
to the skin on a level with the umbilicus, ilth — 
to the skin just inferior to the level of the umbili- 
cus. I2th — ^to the skin just above the iliac crest 
and to the skin over the muse, tensor fasciae latae 
and the muse, gluteus medius. A muscular branch 
is given off from the ramus cutaneus lateralis nervi 
thoracales 12 to the lower digitation of the muse, 
obliquus extemus abdominis. 

The lateral cutaneous branch of the ilio-hypogas- 
tric nerve does not enter into consideration. 

The anterior cutaneous branches of the abdomen 
{rami cutanei anteriores abdominalis) . — Loca- 
tion : — 

1. They correspond to the terminal filaments of 
the lower six or seven abdominal intercostal nerves. 

2. They become superficial within Scarpa's fascia 
about midway between the linea alba and the sulcus 
seniilunari«s : The 7th, near the processus xiphoi- 
deus stemi. The Sth, about two and one-half 
inches below the seventh.* The 9th, at the middle 
inscription tendinae musculi recti. The loth, at the 
level ef the umbilicus. The nth, about two inches 
inferior to the level of the umbilicus. The 12th, 
about midway between the umbilicus and the sym- 
physis pubis. 

Convey — sensory impulses. 

Source: — Corresponds to the terminal filaments 
of the lower six or seven abdominal intercostal 
nerves. 

Course: — They run downward, outward and up- 
ward for about two or three inches from their point 
of emergence in the fascia of Scarpa. 

EHstribution. — Cutaneous branches : — ^To the skin 
and tela subcutanea over the sheath of the musculi 
recti according to their location. 

The anterior cutaneous branch of the ilio-hypogas- 
trie nerve (ratnus cutaneus anterior nervi ilio- 
hypogastrici), — Location : — 

1. Corresponds to the terminal of the hypogastric 
branch of the nerv. ilio-hypogastricus. 

2. In the tela subcutanea over the lower part of 
the sheath of the musculi recti. 



3. Just above a point midway between the ex- 
ternal inguinal ring and the ligamentum fundiforme 
penis. 

Conveys — sensory impulses. 

Source : — From the nerv. ilio-hypogastricus. 

Course : — It breaks up into a few filaments at its 
place of emergence. 

Distribution: — Cutaneous branches, to the skin 
over the pubic region. 






Direction of Skin Incisions. 



Judging from the foregoing, it is plain that all 
incisions in the skin in Camper's and in Scarpa's 
fascia, clear down to the aponeurosis of the muse, 
obliquus externus abdominis, must extend inward 
and upward over the upper part and downward and 
inward over the lower part of the belly. This is 
necessitated not only in order to prevent the sev- 
erance of the cutaneous branches of the abdominal 
intercostals, but also on account of the direction of 
the cleavage lines of the skin, as, according to Lan- 
ger, the connective tissue bundles of the skin of the 
abdomen are directed inward and slightly upward, 
parallel to the direction of the ribs, over the upper 
part of the belly, whereas over the lower part they 
are directed downward and inward. Of course it 
is plain that incisions made parallel to the cleavage 
lines of the skin in any part of the body form thin, 
strong scars, whereas incisions placed at an angle 
to the direction of the connective tissue bundles 
mostly give rise to scars which spread with age. 
The linea alba possibly forms an exception on ac- 
count of representing a median raphe, as in this lo- 
cality a vertical incision can be made m many cases 
without bad results following. 

The anterior branches of the six lower intercostal 
nerves {rami anteriores nervi intercostales of 
the nervi thoracales 5^/1 to 12th). — ^Location: — 

The 7th, Sth and 9th lie behind the anterior ends 
of the costal cartilages and the loth, nth and 12th 
under the anterior ends of the corresponding ribs, 
between the muse, obliquus intemus and transver- 
sus abdominis. They are situated in the deep inter- 
muscular areolar tissue or neuro-vascular layer of 
the anterior belly wall at fairly equal distances 
apart. 

Convey : — ^mixed impulses. 

Topography : — ^The topography of the Sth corre- 
sponds to a line drawn from a point just below the 
outer end of the eighth costal cartilage horizontally 
inward to a point one-half inch medial to the chon- 
dral border and then upward and inward parallel 
to the liittcr, but a half-inch medial to it. Of the 
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3th~corrcsponds to a line drawn from a point just 
below the costo-chondral articulation of the 9th rib 
horizontally inward. Of the loth — corresponds to 
a line drawn from a point one-half inch above the 
tip of the nth rib to the anterior superior spine of 
the ilium of the opposite side. Of the nth — cor- 
responds to a line drawn from a point a half inch 
below the tip of the nth rib to the middle of the 
ligamentum inguinale (Poupart's) of the opposite 
side. Of the 12th — corresponds to a line drawn 
from a point a half inch below the tip of the 12th 
rib to the tuberculum pubicum of the opposite side. 

Course: — The 7th and 8th pass upward and in- 
ward, the 9th and loth nearly transversely, and the 
nth and 12th downward and inward. The 7th, 8th, 
and 9th pass behind the anterior ends of the cor- 
responding costal cartilages, and the loth, nth and 
1 2th under the anterior ends of the corresponding 
ribs between the muse, obliquus intemus and the 
muse, transversus abdominis, and course through the 
neuro-vascular layer of the anterior belly wall to- 
ward the linea semilunaris (Spigelli), where they 
enter the sheath of the rectus muscles which they 
traverse until they reach the posterior surface of 
the outer part of the muse, rectus. The 7th reaches 
the sheath of the rectus muscle near the xyphoid 
process ; the 8th, about two inches and a half below 
the 7th; the 9th, at the middle inscription tendinae 
musculi recti; the loth, at the level of the umbili- 
cus; the nth, about two inches inferior to the level 
of the umbilicus; the 12th, about midway between 
the umbilicus and the symphysis pubis. 

It is not my intention to enlarge the scope of this 
paper unnecessarily by giving a detailed account of 
the anatomy of certain structures, but I would like 
to state that everything in connection with the anat- 
omy of the anterior belly wall is of importance to 
the abdominal surgeon. Between the muse, obliquus 
externus abdominis and the muse, obliquus inter- 
nus abdominis is found a thin layer of areolar tis- 
sue which contains no nerves except the nerv. ilio- 
hypogastricus in its lower part, and which for the 
sake of convenience I have termed the superficial 
intermuscular areolar tissue layer of the anterior 
belly wall. Between the muse, obliquus internus 
abdominis and the muse, transversus abdominis an- 
other layer of similar tissue is encountered which I 
have termed the deep intermuscular areolar tissue 
layer or the neuro-vascular layer of the anterior 
belly wall, as this layer contains the lower intercos- 
tal nerves and some vessels during the greater part 
of their course. 

It can readily be seen from the foregoing that 
during all operations on the abdomen the muscles 



should be split according to the direction of their 
fibers, and not cut, as this affords the nerves their 
only chance of taking care of themselves. 

Vertical incisions cannot be made in the linea 
semilunaris (Spigelli) without severing the inter- 
costal nerves which enter the sheath of the recti in 
this region, and for the same reascm the outer bor- 
der of the rectus abdominis cannot be displaced 
medialward, but its medial border can be retracted 
outward without endangering its nerve supply. 

That operations for the cure of postoperative her- 
nia have come into disrepute is not to be wondered 
at, since it is absolutely of no use to sew together, 
or bunch up, atrophic muscle tissue, as of necessity 
it must give way to intra-abdominal pressure. As 
an example I may refer to the following case which 
came lately under my care : 

Mr. R. W., aged twenty-four, had had an abscess 
in the region of the appendix vermiformis five years 
ago (May, 1907). He was in bed at that time for 
twenty-eight days after operation. Drainage was 
used. The lower part of wound did not heal read- 
ily, and he was operated on for postoperative hernia 
in September, 1907, and again for the same condi- 
tion in December, 1909, and September, 1910. 

Treatment of Postoperative Hernia. 

When it becomes apparent that a postoperative 
hernia is forming a supportive pad of adhesive 
plaster should at once be applied in such a manner 
as to prevent all undue strain on the paretic part 
of the individual muscles. During the wearing of 
this protective and supportive covering the individ- 
ual muscle should be exercised morning and even- 
ing (resistance exercise) for periods not to exceed 
five minutes at the beginning. If it becomes ap- 
parent after a month 9r so that the paretic muscle 
fibers are not regaining their nerve supply, then an 
anatomical skin incision should be made at the cen- 
ter of the old scar (the latter being mostly vertical 
in these cases), and by careful dissection the entire 
paretic or, by this time, atrophic muscle portion re- 
moved, so as to permit the approximation of strong, 
well innervated muscle fibers. Special care must 
be taken to prevent injury as far as innervation is 
concerned, to muscle fibers, fascia or aponeurosis 
found in contact with the atrophic muscle fibers. 

In certain cases the corresponding part of the 
aponeurosis of the muse, obliquus externus abdom- 
inis can be shortened by dissecting it loose from the 
anterior lamella of the muse, obliquus intemus at 
the outer angle of the sheath of the rectus muscle 
and by dividing it vertically as far medialward as 
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possible in order to permit a subsequent sliding over 
of the aponeurosis toward the median line, where it 
can readily be fastened by two rows of interrupted 
sutures. In work of this character it will be found 
that atrophic portions of the muse, rectus abdomi- 
nalis are very difficult to deal with. Anastomoses 
or bridging with catgut between the nervi intercost- 
ales either in the deep intermuscular areolar tissue 
layer or at the outer border of the rectus is only oc- 
casionally followed by good results. As a last re- 
source, in order to cover defects in the anterior 
belly wall which cannot be covered over in any 
other way, I recommend the implantation of a fili- 
gree made of silver wire. 

Summary. 

1. Skin incisions should always be parallel to the 
direction of the cleavage lines of the skin. 

2. Incisions in aponeurosis or muscle should be 
condemned, their fibers should be slightly nicked 
and then separated according to their direction. 

3. Vertical incisions can only be made in the 
linea alba. 

4. The muse, rectus abdominis should never be 
loosened at its outer border as there it receives its 
nerve supply, but it can be retracted outward. 

5. If these facts are taken into consideration, 
large skin incisions and large openings in the belly 
can be made in operations for tubercular kidneys 
where the ureter must be followed downward, with- 
out the slightest danger of postoperative hernia fol- 
lowing. 

6. Division of the abdominal intercostal nerves 
results in paresis of that portion of the abdominal 
musculature which is supplied by these nerves, and 
this paresis causes a weakness and bulging of these 
parts of the abdomen, which undoubtedly increases 
the tendency to hernia. 

7. Careful strapping and exercising the defective- 
muscle will increase the innervation of its defective 
part. 

8. After muscle fibers are shown to be irrepar- 
able on account of distinct atrophy, they should be 
removed and the healthy fibers should be approxi- 
mated. The aponeurosis of the muse, obliquus ex- 
ternus abdominis may be shortened and made to 
overlap large-sized defects in the anterior layer of 
the sheath of the rectus. 

9. As a last resource a filigree made of silver wire 
may be implanted. 

10. Anastomoses and bridges of catgut between 
the intercostal nerves are not a success. 



A CASE OF DYSTOCIA CAUSED BY CON- 
TRACTION RING (BANDL'S). 

By J. FoRMiCHELLA, M.D., Bridgeport, Conn. 

In no other branch of medicine are we called 
upon to face all at once such serious complica- 
tions and obstacles, which we must be prepared 
to thoroughly understand and overcome for the 
sake of two lives whose fate is at our mercy, as 
in obstetrics. In most instances the contraction 
or retraction ring is the result of dystocia, but 
there are cases in which the ring causes the dys- 
tocia and many times this condition is overlooked 
even by otherwise careful practitioners. In- 
deed, in the obstetrical books this cause of dys- 
tocia has not been assigned due importance. 
Probably this is due to the small number of cases 
reported, because it is human nature to record 
our successes and not mistakes and failures. It 
often happens in cases of dystocia due to the 
contraction ring that the diagnosis is made only 
when exhaustion has set in, as Jardine points 
out, and there is little chance of saving either 
mother or child. My idea is that the greater num- 
ber of cases reported, even when terminating dis- 
astrously, the more our attention is called to how 
to correctly diagnose and properly deal with this 
dreadful condition. 

Bandl, in 1875, described a ring of fibers at 
the inner wall of the uterine muscle, located 12 
to 15 cm. above the internal os at full term, at a 
point in the uterus opposite a large coronary vein, 
and where the serous coat of the organ adheres 
intimately to the subjacent muscle. This ring is 
the dividing point, during labor, between the up- 
per uterine segment, which by its contractions 
propels the fetus through the parturient canal, 
and the lower segment, which is simply passive 
and dilates to form a passage for the fetus. 

Many unsolved problems are connected with 
the contraction ring. Does it really exist? Does 
it exist only during the act of labor or even dur- 
ing the late months of pregnancy? Do its 
fibers contract independently of the rest of the 
uterus? The frozen sections of women dying in 
normal labor are there to show its normal exist- 
ence. During confinement we are ordinarily un- 
able to palpate it because the presenting part pre- 
vents us from doing so, while in special cases of 
dystocia followed or not by rupture of the uterus 
it is somewhat an easy matter to detect its pres- 
ence, be it a consequence or a cause of dystocia. 

The idea that it is present only during labor is 
more generally accepted, but from the case I am 
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reporting we cannot exclude that it existed during 
the late months of pregnancy. We cannot enter- 
tain any doubt that the contraction ring is neces- 
sarily a part of the general action of the uterine 
wall. 

About the end of April I was called one even- 
ing in hurry to a lady who complained of strong 
abdominal and sacral pains and thought she was 
about to be confined. She was about thirty-eight 
years old, physically well developed, had pre- 
viously had seven confinements, six with dystocia, 
while the seventh, four years ago, the only one in 
which I attended her, was normal. Last year she 
had been operated upon by Dr. Verdi, of New 
Haven, who performed trachelorrhaphy and per- 
ineorrhaphy, the patient becoming pregnant two 
months later. Examination of the abdomen re- 
vealed the long axis directed transversely and 
vaginal exploration showed the os to be undi- 
lated, admitting only the index finger, with which 
I could not feel any presenting part. I succeeded 
by external manipulations in converting the 
transverse into a cephalic presentation and ap- 
plied a bandage, recommending absolute rest till 
the completion of pregnancy. At the end of May, 
corresponding to full term, one morning at 4 
a. m., I was called again. The patient stated that 
during the last two months she had been suffer- 
ing more or less severe pains. This time I found 
again a transverse dorso-anterior presentation, 
the head lying on the right side and the child's 
heart beating normally. The os dilated to the 
size of a silver dollar, but it was impossible for 
me to feel any presenting part. By external 
maneuvres I brought the head very easily to the 
upper brim, but could not engage the vertex. 
Under these circumstances I thought it better 
to deal with a face than with a shoulder presenta- 
tion. At about 1 p. m. the dilatation was com- 
plete, the bag of waters broke, and the amniotic 
fluid rushed out together with a mass of pro- 
lapsed cord, which in a few seconds stopped beat- 
ing, while I was vainly attempting to replace it. 
At this time the existence of a well-developed 
contraction ring, which had caused all the trouble, 
was discovered. Indeed, while the os was fully 
dilated and soft, at about 3 inches up from its 
lower edge, I could distinctly feel a hard contract- 
ed muscular ring, impossible to dilate, having a 
diameter of not more than 3 inches, and behind it 
the face in the second mento-posterior position, 
presenting together with the left hand. The cen- 
ter of the contraction ring was eccentric to the 
center of the upper brim so that the upper part 



of the left frontal eminence was pressing against 
the right ileo-pectineal eminence. I could not 
convert the face into a vertex presentation. 

More than once in my experience I have had 
to face the contraction ring as a complication and 
effect of obstructed labor, and always have found 
it difficult to deal with ; in this case, however, the 
ring was the cause. I believe I am justified in 
thinking that in this instance it must have existed 
during the late months of pregnancy and pre- 
vented the cephalic extremity from engaging. 
That it was present at that time we can assume 
from the pains the patient experienced, having 
suffered interruptedly during the last two months, 
and there was no narrowness of the bony pas- 
sages, no hydrocephalus, no hydramnios. Prob- 
ably the cord which had a tendency to lie in the 
lower part of the uterus, provoked a sufficient 
stimulus for the production of the contraction 
ring. This prevented the sinking down of the 
head, which even when pushed into normal posi- 
tion, tended to return to the right side, not finding 
room enough to adapt itself to the new place. 

Could the trachelorrhaphy have had anything to 
do in our case? I should think not. It is true 
that ventrofixation and suspension have caused 
serious dystocia, but we have no report of this 
condition being produced by trachelorrhaphy. In 
our patient the os was fully dilated and soft for 
a distance of over three inches, and it is the os to 
which the sutures are applied in this operation. 
At least we ought to have had a rigid os, while 
here there was nothing of this kind. 

For the mother, if not for the child which was 
already dead, the condition was an exceedingly 
dangerous one. Quid agendum? By waiting I 
could have expected only an indefinitely prolong- 
ed labor, followed or not by rupture of the utenis 
and ending in exhaustion and death of the mother. 
We cannot hope that a contraction ring will disap- 
pear of itself, especially if we consider that gener- 
ally it does not respond even to the administra- 
tion by mouth or subcutaneously of antispasmod- 
ics, or even to general anesthesia. There is a sort 
of vicious circle so that the more the uterus con- 
tracts to expel the fetus, the more the ring ob- 
structs the labor and vice versa, until the contrac- 
tion becomes permanently tetanic. Even incision 
of the ring, which has been advised, may only 
hasten the rupture of the uterus, and may be in- 
dicated only during a Cesarean section. Dilata- 
tion with hydrostatic bags would not have work- 
ed well, as it was impossible to insert them and 
keep them so high up. There was no use think- 
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ing of Cesarean section, the child being dead. 
Podalic version had to be rejected for the same 
reason, besides exposing the patient to useless 
danger of uterine rupture. 

The only correct way to deal with my case 
seemed to be to give a general anesthetic, dilate 
the ring manually, convert the face into a vertex 
presentation and deliver with forceps. But hav- 
ing doubts as to whether this could be done, and 
the fetus being dead, it seemed preferable to start 
with a craniotomy and keep on delivering the 
child, using the cranioclast or the cephalotribe. 

Owing to the poor surroundings I persuaded the 
family to send the patient to the hospital, where I 
preferred to operate. Here my connection with 
the case ceased, the family calling another physi- 
cian, who thought the case an easy one and under 
ether anesthesia attempted to change the face to 
a vertex presentation. Believing he had done so, 
he stopped the anesthesia and urged the woman to 
expel the fetus by means of her own bearing down 
pains. And as she was not quick enough, he in- 
jected morphin and went home, hoping for suc- 
cess. Next day at about 10 a. m. the work was 
resumed under general anesthesia and several at- 
tempts were made with forceps, these constantly 
slipping. Finally podalic version was resorted 
to, which was attended with the utmost difficulty, 
and at the moment the placenta was delivered the 
patient died of exhaustion. 

The child, a female, was of normal size and ap- 
pearance, not over 9 poimds in weight, with 
slight caput succedaneum, corresponding to the 
left frontal eminence, the head no larger than that 
of a full term baby. 



SCARLET RED.* 



By Joseph H. Fobes, M.D., New York City, 

Scarlet red is an aniline dye used prior to 1906 
as an ingredient for paints, a laboratory stain, 
and for various other purposes in the arts. Since 
then it has proved greatly superior to all other 
agents in surgery for promoting the growth of 
epithelium on granulating surfaces. 

In 1906, Fischer (Bonn)^ produced in a rabbit's 
ear a new growth of normal epithelium by the in- 
jection of scarlet oil. Cone* explained this action 
by demonstrating that scarlet red affects the cell 
at its most active physiological change point — the 
fat noted at the point of contact of cell body and 



•Read before the annual meeting of the Homeopathic Society of 
the State of New York, February, 14, 1912. 



nucleus. Since then many others have experi- 
mented and some have advocated its use on the 
human being. Among these, to Schmieden (Ber- 
lin)* and John Staige Davis (Johns Hopkins)* 
belongs the greater credit. The latter's article in 
the Johns Hopkins Hospital Bulletin, June, 1909, is 
responsible for the author's interest in this sub- 
stance which he began to use shortly afterwards 
at the Flower, Volunteer, Metropolitan Hospitals 
and New York Medical College and Hospital for 
Women. 

According to Davis in a later article (July, 
1911),*^ the varieties of scarlet red are as follows: 

1. Diazo-azo-benzole disulphonic acid and beta- 
naphthol (also known as Biebrich's scarlet), pon- 
ceau, new red L, and imperial scarlet. 

2. Benzene-azo-benzene-azo-beta-naphthol, also 
known as sudan HI and cerasine red. 

3. Toluene^^zo-toluene-azo-beta-naphthol, also 
known as Fischer-Schmieden red-oil, scarlet red 
B oil soluble, ponceau oil. 

4. Azo-beta-naphthol-monosulphonic acid, a so- 
dium salt of xylene, known as scarlet G. R-, scar- 
let red, brilliant orange red and orange. 

Hayward® in 1909, upon investigating the scar- 
let red oil of Fischer and Schmieden, number 
three in the series, found that the beta-naphthol 
alone was most irritating to tissues and the 
amido-azo-toluol produced the best growth of 
epithelial cells. The latter substance is com- 
posed of sodium nitrate, orthotoluidin and hydro- 
chloric acid and is a brown granular powder. It 
is the latest word in scarlet red therapy. 

Davis first advocated ointments of Biebrich's 
red, varying from two to ten per cent., made up 
in boric acid U. S. P. ointment as a base. This 
was applied on alternate days on gauze. Some 
cases of poisoning ensued, as shown by pain lo- 
cally and scarlet urine. These disappeared upon 
discontinuance of the drug. 

Soon after the appearance of Davis's article in 
1909 the author commenced using scarlet red, 
made up in a ten per cent, strength with boric un- 
guent, acid, boric. U. S. P. as a base, upon numer- 
ous granulating wounds, varicose ulcers, skin 
graft cases, burns, etc., at the clinic at the Flower 
Hospital. The results were uniformly excellent 
and the epithelial proliferation was remarkable. 
Since then this dressing has been employed regu- 
larly wherever epitheliation was required. Not 
one case of poisoning has been noted nor any dis- 
comfort whatever. 

Three months ago, through the good offices of 
Dr. Lincoln Cocheu of the Baylies Laboratories, 
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a sample of amido-azo-toluol was obtained from 
the Custom House, and an ointment consisting 
of amido-azo-toluol, eight parts, and oleum teles- 
phoros, ninety-two parts was used. This pro- 
duces epithelial growth in one-third of the time 
taken by the older ointments. This is attributed 
to two factors — the more marked action of the 
dye and the better absorption of the vehicle. Dr. 
Harold Foster reports excellent results with this 
substance, which I furnished him, in nasal cases, 
and it has also been employed with good results 
in powder form. 

Conclusions. 

1. Scarlet red will grow epithelia. 

2. Amido-azo-toluol is at present the best form 
in which to use this drug. 

3. Ol. telesphoros is an ideal vehicle. 

4. The action of the dyes on tissue for thera- 
peutic purposes opens up a large field for experi- 
mental investigation. 
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ANENT UTERINE CURETTEMENT. 

By Frank K. Green, Ph.G., M.D., and Q. W. 
Hunter, M.D., Louisville, Ky. 

Although the subject of uterine curettement has 
not been n^lected by medical writers in the interim, 
few contributions of especial or even relative scien- 
tific excellence have been made to the literature 
thereof during the last few years ; and, since there 
is yet no consensus of opinion with respect to its 
indications, contraindications, etc., the apparently 
interminable controversy persistently continues. 
While there are honest and conscientious advocates 
both pro and con, as may be expected concerning 
other medico-chirurgical hypotheses permitting rea- 
sonable divergence of opinion, yet in the absence 
of intimate understanding and requisite knowledge 
of the minutiae on both sides to the controversy, no 
one can be considered competent to pass intelligent 
judgment; moreover, regardless of personal exper- 
ience it would be manifestly improper, unjust and 
unwise to attempt to impartially criticise or pass 
final judgment upon the merits or demerits of the 
operative work of another, even along similar lines. 



not only because of the inevitable angulation of 
viewpoint, but the essential variation in operative 
technic and individual erudition. 

Not many years ago what was considered to be 
the trivial operation of uterine curettement was rec- 
ommended and practiced in the attempted allevia- 
tion of multitudinous local disorders of the gener- 
ative tract of which it is characteristic of the genus 
homo femininis to persistently complain. The pro- 
cedure was believed so promptly effective and so 
devoid of immediate and remote dangers or seque- 
lae that those without previous operative training, 
•having but recently acquired the Aesculapian rai- 
ment, did not hesitate to thus invade the uterine 
cavity, at least partially denuding and destroying 
the endometrium and thereby depriving it of the 
only inherent anatomical possibility of protection 
and conservation from serious infection, viz., an 
intact mucosa, in the fancied effort to cure real or 
imaginary local disease of the genitals and other 
ills.^ Not infrequently was an apparently trivial 
endometritis thus promptly converted into a myo- 
metritis, which not only entailed infinitely greater 
immediate dangers to the patient, but the operation 
induced subsequent pelvic lesions which oftentimes 
terminated life in the absence of prompt rational 
surgical intervention, i. e., celiotomy with adequate 
treatment of the infected structures. 

The probability of aggravating, promoting and 
disseminating pre-existing cervical or uterine infec- 
tion by curettement was evidently underestimated, 
ignored or entirely overlooked. Repeated curette- 
ment was oftentimes practiced provided expected 
benefit failed to accrue from the initial performance, 
and when celiotomy later became an imperative ne- 
cessity to conserve the life of the patient, it was not 
suspected that the vigorous, unwise and unwarrant- 
ed employment of the curette could at least be held 
partially responsible for the resulting salpingitis, 
peritonitis, etc. 

The operation of uterine curettement at one time 
reached such an astonishing degree of popularity, 
because of the fancied benefit occasionally derived 
therefrom, that the equipment of no practitioner of 
medicine was considered complete without an as- 
sortment of instruments for this purpose, otherwise 
his clientele gravitated toward those who possessed 



1 As an illustration of the absuidity of the claims concerring 
the beneficial effects of curettement, a recent author (Sylvester) re- 
ports an example of "psoriasis cured by celiotomy and cnretta^" 
(?). The patient also suffered from a large retroverted uterus* Mrith 
a polyp projecting from the external os, a small fibroid tumor on the 
posterior wall of the fundus, and an offensive viscid discharge. The 
uterus was curetted and the polyp removed; celiotomy was per- 
formed for extirpation of the fibroid, and the uterus attached to. 
the anterior abdominal wall. Four davs thereafter the eruption 
(psoriasis) seemed much improved, in two weeks it was not vinUe 
en the face, two months oftcr the operation there were no signs and 
the psoriasis did not recur I 
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such elaborate outfits and did not hesitate about 
using them upon every available occasion.* Thus 
without rhyme or reason females, adolescent, mid- 
dle-aged and old, rich and poor, of all nationalities 
and classes, from the banker's wife or daughter to 
the puella publica, had their uteri dilated and cu- 
retted, irrigated and packed, in the attempted cure 
of various disorders real or otherwise. It was also 
the custom of certain operators to invariably prac- 
tice thorough uterine curettement as a preliminary 
measure to the presumably more serious surgical 
procedures of oophorectomy, salpingectomy and 
hysterectomy, the exact purpose or reason for which 
has never been reasonably nor adequately eluci- 
dated. 

Since no one apparently thought serious imme- 
diate or remote danger could possibly attach to the 
presumably trivial procedure of uterine curette- 
ment, it was oftentimes undertaken without previ- 
ous preparation of the patient, nor was the admin- 
istration of a general anesthetic deemed requisite 
for its performance! In other instances, however, 
the patient was as carefully (over) prepared as was 
the custom before primary hysterectomy for carci- 
noma or celiotomy for other palpable pathological 
lesions requiring surgical intervention, the "operator 
together with his assistant and all the surgical para- 
phernalia being duly scrubbed, baked and otherwise 
sterilized," then at the first "sweep" of the curette 
the friable uterine wall was punctured I Upon be- 
ing withdrawn the instrument was perhaps accom- 
panied by a coil or two of small intestine, necessi- 
tating immediate celiotomy to repair the damage' 
inflicted in the primary operation! 

Thus it may be observed that besides promoting 
extension of pre-existing infection there are other 
and more serious dangers incident to the use of this 
instrument within the cavity of the uterus. An 
additional danger, says Baldwin, and one that is very 
real, is that of perforation of the uterine wall by 
the curette itself, which takes place as it passes up- 
ward and not from contact of the edge during its 
withdrawal. The tissues of the uterus are likely 
at any time to be very friable, but this is especially 
true following pregnancy, whether at full term or 
premature. There is probably no gynecologist of 



2 There are few who cannot recall the craze that possessed every 
one from the tyro to the teacher, to emplov the curette for every 
xH to whJch fcmale flesh is heir, and frequently with disastrous effect. 
A writer in the Medical Summary for September, 1900, . declared 
that even in the smaller towns and rural districts there seemed to be 
a craze for curetting the uterus. In the larger cities where frequent 
interchange of opinion is encouraged through medical society meet- 
ings, etc., the indiscriminate use of the curette was no longer fash- 
ionable. The writer farther stated that the advanced knowledge of 
the uterine conditions requiring use of the curette had in no sense 
restricted its usefulness, but had only placed a judicious limit 
thereon; that thene were, of course, occasions for its utilization when 
nothing could supplant it; but the occasions were happily not so 
frequent as was thought a generation ago! 



large experience in the world who has not observed 
such an accident (perhaps several times) in his 
work. This'matter was under discussion at a meet- 
ing of the American Gynecological Association, and 
about every man who took part therein confessed 
to having eftcountered such cases. In most instan- 
ces the trouble is limited to a simple perforation, 
but in the hands of the less experienced it has hap- 
pened a number of times that the withdrawal of 
the instrument has brought with it a loop of intes- 
tine. If there is little that is pathological in the 
uterine cavity, and the operation has been done un- 
der strict asepsis, simple perforation of the fundus 
in the majority of instances would do no harm; but 
if one is curetting for septic conditions, the passage 
of the infected curette into the peritoneal cavity 
would almost certainly induce peritonitis with prob- 
ably fatal results. In all cases in which there is 
danger of sepsis, and where a loop of bowel has 
been brought down, the life of the patient may be 
regarded as depending upon prompt celiotomy, with 
such treatment of the uterine fundus and injured 
intestine as may be necessary. A more common 
risk of curettement is infection, which is most pro- 
nounced where septic debris remains following 
pregnancy. Nature has usually provided ample 
barriers to prevent infection reaching the deeper 
structures, but when the operator with his curette 
recklessly used— or even employed with great care 
— scrapes through these barriers so that the infected 
material comes in direct contact with the tissues 
underneath, general sepsis is at once invited and 
sometimes follows with startling rapidity (Bald- 
win).^ 

Heineck collected one htmdred and fifty-four 
instances where the uterine wall was wounded dur- 
ing intrauterine instrumentation, in forty-four of 
which the curette alone was responsible ; and of fifty 
perforations due to miscellaneous agents, it is rea- 
sonable to assume at least one-half were also attrib- 
utable to this instrument, since barring the sound 
it is most frequently utilized for intrauterine ma- 
nipulation. In this series there were forty-two 
deaths, one hundred and eight recoveries, result not 
stated in four. Expectant treatment was pursued 
in sixty-six cases, followed by death in twenty-one. 
Celiotomy with repair of visceral and uterine in- 
jury was performed in seventy-two cases, with 



8 On numerous occasions the uterine wall has been perforated by 
the curette, not only in fnexperienced hands, but also by the most 
skilled operators. Among those confessing to such a contretempts 
(one or more times) are: Cullen, Lenoir, Moriet, Harris, Kuztner, 
Van Ripper, Kelly. Hall, Patrie, Brothers, Ullman, Lobdell, Tait, 
Auvard, Jurman, Bishop, Boldt, Holmes, Ceveland, Reamy, Gordon, 
Henrotin, Werelius, Schenck, Congdon, Boise, Currier, Heineck, 
Hickman, Dudley (A. P.), Hessert, Brown-Femald, Smith, Dudley 
(E. C), et al. 
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fifty-two recoveries, seventeen deaths, result not 
stated in three. In fifteen cases in which vaginal 
hysterectomy was performed, there were ten re- 
coveries, four deaths, result not stated in one. "As 
to uterine curettes, there does not seem to be any 
pattern which cannot, suitable conditions being pres- 
ent, determine a perforation of the uterus. The 
blunt and the sharp, the fenestrated and the non- 
fenestrated, the even-margined and the sinuous-mar- 
gined, are each reported as having perforated the 
uterine wall." (Heineck).* 

It will therefore be observed that it matters little 
what may be the variety of the instrument utilized 
in curettement, likewise regardless of the personal 
experience and operative erudition of the surgeon, 
the uterine wall may be perforated, and in the ma- 
jority of instances the patient is thereafter in ser- 
ious danger of losing her life unless conser\'ed by 
prompt invocation of modem surgical principles, 
i. e., immediate celiotomy with adequate repair of 
whatever visceral and uterine damage may have 
been inflicted. If the uterine perforation be insig- 
nificant and no serious injury be inflicted upon the 
pelvic viscera, by prompt celiotomy the operator 
may not only save the life of the patient, but by 
proper closure of the perforation may avoid hys- 
terectomy, thus preserving the child-bearing func- 
tion. However, it not infrequently happens that 
the curette inflicts such serious damage upon the 
adjacent pelvic structures that the accident is fol- 
lowed by diffuse peritonitis and prompt dissolution. 
Examples have been recorded where it became nec- 
essary to resect several feet of small intestine fol- 
lowing injury caused during uterine curettement. 
Thus in Hessert's case four feet of the intestine had 
to be sacrificed, and if the writers be not mistaken, 
in an example reported by Davis over fifteen feet of 
small intestine had to be resected under similar cir- 
cumstances; but fortunately both patients were 
promptly subjected to celiotomy and finally recov- 
ered despite the extensive damage inflicted and the 
mutilating operations made necessary thereby. 

In this connection it may be safely stated that 
but few of the instances in which the uterine wall 
is accidentally perforated, either by legitimate prac- 
titioners of medicine or by criminal abortionists, 
ever find their way into the literature. Many wo- 
men have promptly succumbed to peritonitis fol- 
lowing uterine curettement where the true cause 



4 In not a few instances has the uterine wall been perforated and 
extensive injury inflicted upon the pelvic viscera bv steel sounds in 
the hands of women educated in their use, criminal abortionists, et al., 
but detailed consideration thereof would hardly come within the 
purview of this dissertation. Mann cites an example following Mlf- 
inflicted criminal abortion where the woman's life was saved by 
prompt celiotomy. 



of death was unsuspected until necropsy was per- 
formed. In the larger proportion of such cases it is 
more than likely that life could have been preserved 
by prompt celiotomy with necessary repair of the 
uterine and visceral damage. In some, owing to 
the inherent power of contractility of the uterine 
muscularis, hemorrhage is prevented, the pelvic 
viscera may escape serious injury, not even local 
peritonitis ensues, and the patient suffers no lasting 
trouble. However, as already outlined, the converse 
is generally true. In any event, death following 
curettement is ordinarily attributed to the disease 
for the alleviation of which the operation was un- 
dertaken, rather than to uterine perforation and the 
resulting peritonitis, and provided neither celiotomy 
nor necropsy be permitted the real facts never be- 
come known. 

In considering the advisability or inadvisability 
of uterine curettement, it must be remembered that 
the endometrium possesses some more or less distinc- 
tive characteristics, e. g., (a) it is largely composed 
of lymphoid structure rather than true mucosa, (b) 
there is practically no protecting submucosa inter- 
vening between it and the myometrium, and (c) 
the muscularis being thus unprotected by submu- 
cosa infection is readily transmitted thereto via the 
utricular glands. For these reasons extension of 
pre-existing infection to the surrounding structures 
after this procedure should not be diflicult to un- 
derstand or appreciate. 

As herein suggested, uterine curettement has 
hitherto been recommended and practiced in at- 
tempted alleviation of a variety of local genital and 
other disorders, which collected and epitomized 
would read about as follows: (i) For diagnostic 
purposes, i. e., to acquire information concerning 
the interior of the uterus; (2) in uterine hemor- 
rhage; (3) in profuse leucorrhea regardless of the 
probable cause; (4) intrauterine new-growths and 
degenerations; (5) in hemorrhagic, serous or pur- 
ulent uterine discharge; (6) in uterine fungosities; 
(7) in non-developed uteri, e. g., of young girls 
with constitutional dyscrasia who lead sedentary 
lives and are overworked, when menstruation begins 
late in life and is associated with dysmenorrhea ; (8) 
in procidentia accompanied with endometritis; (9) 
in septicemia, e.g., following labor or abortion ; ( 10) 
in menorrhagia, metrorrhagia and metrorrhea ; ( 1 1 ) 
in subinvolution; (12) in lacerations- of the cervix 
uteri; (13) in uterine fibromata, myomata and ade- 
nomata, to arrest hemorrhage and relieve endome- 
tritis (especially valuable at the menopause) ; (14) 
in endometritis, and metritis, atrophic, purulent, sep- 
tic and specific, where dysmenorrhea and leucor- 
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rhea are prominent symptoms; (15) in displaced 
uteri and sterility associated with dysmenorrhea; 
(16) in chronic cervicitis; (17) in hypertrophied 
cervical glands and glandular degenerations of the 
OS uteri; (18) in carcinoma uteri, e. g., to control 
hemorrhage in the earlier stages, to relieve endo- 
metritis, to limit progress of the disease until radi- 
cal operation may be undertaken, and as a palliative 
in the later stages when hemorrhage is frequent 
and copious; (19) as a preliminary procedure to 
surgical operations of more importance and conse- 
quence. 

On the other hand, Robinson claims that the only 
objects of uterine curettement should be: (a) To 
remove portions of intrauterine tissue for diagnos- 
tic purposes (suspected carcinoma, sarcoma, etc.) ; 
(b) to remove placental debris (abortion, miscarri- 
age, labor) ; (c) to remove abnormal endometrium. 
The expressed opinions of others to the con- 
trary notwithstanding, the writers of this article 
wish to distinctl}'^ and emphatically disclaim the 
existence of the majority of the enumerated in- 
dications for invading the uterine cavity with a 
curette or any other instrument, and to enter a 
vigorous protest against indiscriminate uterine 
curettement in attempted alleviation of the num- 
erous and diversified mentioned disorders of the 
female genital tract. One rational indication is 
frankly admitted, i. e., to obtain a specimen of in- 
trauterine tissue for microscopical examination in 
suspected carcinoma or sarcoma, and another is 
tentatively conceded when permissible, i. e., fol- 
lowing abortion, criminal or otherwise, during the 
first four months of uterogestation where it is 
impossible to remove the remaining debris with 
the finger. 

The writers further desire to contend that it is 
quite impossible for the most skillful operator to 
positively determine whether or not he has by so- 
called "thorough curettement" eliminated all 
normal, abnormal or diseased endometrium; in 
fact, the assertion is made without fear of success- 
ful contradiction that no matter what may be his 
individual experience and operative dexterity, no 
surgeon ever completely removed the normal or 
abnormal endometrium by the curette. In this 
connection, Robinson declares that anyone can test 
the effects of this instrument upon an extirpated 
uterus by exposing the endometrium by a longi- 
tudinal incision through the uterine wall, when 
by vigorous application of the sharp curette rag- 
ged, irregular linear wounds alone appear, while 
four-fifths of the endometrium remains intact. In 
the realm of gynecologic surgery no more cruel 



and dangerous instrument than the sharp curette 
has been invented. It inflicts untold damage on 
the genital tract and adjacent pelvic structures, 
as well as causing numerous deaths, without ac- 
complishing relative benefit. In general, curette- 
ment of the uterus is as irrational, unnecessary, 
and harmful as it would be to curette the nasal 
mucosa; for uterine and nasal mucosae resemble 
each other in possessing no submucosa, no bar- 
riers to check infectious invasion. The misuse, 
mal-application and abuse of the curette may be 
noted in: (a) Puerperal subjects (abortion, mis- 
carriage, labor), distributing infection and em- 
boli ; (b) in non-developed and atrophic uteri, in- 
flicting wounds for dissemination of infection; 
(c) in uterine myomata, etc. (hemorrhage and 
producing wounds for entrance of infection) ; (d) 
in sterility, inflicting wounds for diffusion of in- 
fection ; (e) in endometritis (gonococcus, strepto- 
coccus, staphylococcus) causing abrasions which 
increase and disseminate existing infection; (f) 
in the exacerbation and distribution of sepsis; (g) 
in uterine perforation. No instrument has been 
so extensively misused and abused as the curette. 
It is employed in the mildest endometritis (uter- 
ine catarrh?) as well as in the most desperate 
pelvic disease, hemorrhage, sepsis, pain; in fact, 
there is practically no gynecologic condition to 
which it has not been (mis) applied, and its in- 
discriminate employment has probably been the 
cause of more misery than any other factor in 
gynecology, and not a few deaths. The damag- 
ing results of uterine curettement are : Myome- 
tritis, salpingitis, peritonitis, cellulitis, sterility, 
emboli, phlebitis, perforation — in short infection 
is started on its journey through the oviducts 
into the peritoneum and through the myometrial 
lymphatics. The curette produces numerous 
wounds, atria for infectious invasion. The en- 
dometrium is a luxurious medium for bacterial 
growth, not only resulting in endometritis, salpin- 
gitis and pelvic peritonitis, but also myometritis 
and lymphangitis. The uterus possesses no sub- 
mucosa to check bacterial invasion, hence endo- 
metritis rapidly becomes myometritis (Robin- 
son). 

The puerperal and traumatic infections may ex- 
tend with terrible rapidity to a fatal result. The 
infected endometrium pours its septic products 
through the lymph channels, so that myometri- 
tis, lymphangitis, cellulitis, peritonitis, salpingitis, 
and ovaritis are quickly induced. The diffusion 
of septic products may proceed with such inten- 
sity and rapidity that no limiting wall of inflam- 
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matory products can be found, and the entire 
system is poisoned. Suppurative foci may form 
in the myometrium in the less grave forms of 
acute infection. In the milder cases of this type 
the inflammatory process walls around the in- 
fected area. It is the peritonitis which saves life. 
Dilatation, curettement, and gauze drainage of 
the endometrium should not be applied in the 
treatment of these cases of acute infection. This 
procedure is most perilous. The mouths of ves- 
sels are closed; the inflammatory exudate which 
limits the infected area is fresh and soft; the in- 
fection has already passed to the parametria. To 
open vessels and break through barriers is to 
spread infection (McMurtry). 

Notwithstanding the pertinent fact that the 
contraindications and dangers far eclipse the in- 
dications and beneflcial effects under the most 
favorable circumstances, uterine curettement is 
still being erroneously recommended and prac- 
ticed in attempted amelioration of various symp- 
toms and alleviation of certain disorders of the 
female genital tract, not only by the unskilled 
and inexperienced but also by presumably en- 
lightened and scientific operators. 

While there appears abundant evidence to sub- 
stantiate the claim that curettement is decidedly 
harmful instead of beneficial in the majority of 
instances in which it is recommended and prac- 
ticed, many of its advocates still contend that 
their views are correct, i. e., they seem unwillmg 
to be convinced that their judgment is based upon 
false premises. 

Particularly is curettement contraindicated in 
the two disorders for the relief of which it is most 
frequently employed, viz., in sepsis following 
childbirth and in septic endometritis. In either 
case the endometrium is necessarily abraded by 
application of the curette, thus furnishing abun- 
dant fresh areas for extension of infection, con- 
ducing to subsequent metritis, myometritis, sal- 
pingitis, peritonitis, and to embolism (brain, kid- 
ney, lungs, etc.) which is more often than other- 
wise quickly followed by a fatal termination. 
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DEPRESSED FRACTURE OF MALAR 
BONE; REPORT OF A CASE * 

By H. T. A. Lemon, M.D., Washington, D. C. 

Because of its relative infrequency as an injury 
and the great liability of overlooking the actual con- 
dition in some cases of depressed fracture of the 
malar bone until swelling has subsided,. I felt that a 
report of this case might have a place in the pro- 
gram of this association. 

Anatomically considered, the malar is a ccwnpact 
bone of comparatively small dimensions, articulat- 
ing with four larger bones, three of the cranium, 
frontal, sphenoid, and temporal, and one of the 
face, superior maxillary. The articular surfaces of 
the malar and the processes which unite it to the 
adjacent bones are of lesser density than the body 
of the malar ; therefore, by reason of its prominent 
and exposed position, its shape, relative size and 
density, it is more liable to transmit than to sus- 
tain a fracture. It appears to me almost inconceiv- 
able that a fracture of the malar alone could be 
produced. 

In this connection I wish to quote at some length 
from DaCosta's "Modern Surger}'": "The malar 
bone is rarely broken alone. Hamilton says no im- 
complicated case is on record. The malar is a strong 
bcMie resting on a fragile support, and hence it may 
become a wedge to break other bones and yet itself 
remain unfractured. A fracture of the orbital sur- 
face of this bone causes subconjunctival hemor- 
rhage like that encountered in fracture at the base 
of the skull, and may produce irritation of the in- 
fra-orbital nerve. Protrusion of the eye may re- 
sult either from hemorrhage or from crushing in of 
the malar bone. There is a hollow below and to 
the inner side of the orbit. The cause of the frac- 
ture is violent, direct force. Occasionally the line 
of fracture is detectable, but mobility and crepitus 
are rarely discoverable. Chewing is apt to cause 
pain, and often the motions of the lower jaw are 
limited, the coronoid process being pressed upon by 
a depressed malar bone, an associated fracture of 
the zygoma, a blood clot, or swollen tissue." Other 



*Read at meeting of Railway Surgeons of Pennsylvania Lines East 
of Pittsburgh, May 81, June 1, 1912. 
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authors have written to greater or less extent on 
this subject, but I have cited the foregoing because 
it embodies practically all the salient facts. To this 
could have been added the possibility of the frac- 
ture extending into the antrum of Highmore. 

As an example of this injury I wish to report the 
following case : A car repairer called at my office 
the day following an injury sustained by being 
struck in the face by a lever in a jack, which had 
slipped, causing the lever to spring around with 
great force. There was not a great deal of swell- 
ing and the patient appeared to suffer no constitu- 
tional disturbance. At first I did not suspect an 
injury to the malar bone. No crepitus nor mobil- 
ity could be detected, but my attention was called 
to an irregularity in the lower orbital ridge, at the 
junction of the malar and superior maxilla, and 
this was the only palpable deformity that could be 
determined at that time. Subsequently as the swell- 
ing subsided I could see some flattening of that side 
of the face, caused by a slight depression of the 
zygoma. He complained also of pain on that side 
when chewing. There was some injection of the 
conjunctiva. He complained also of diminished 
vision, and I sent him for examination to Dr. W. K. 
Butler, oculist, who reported 5-9 for far and near, 
also a sluggish and uneven pupillary reaction. An- 
other examination by Dr. Butler a month later 
showed improvement in pupillary reaction and in 
vision to 5-6. This man was also seen by Dr. C. S. 
White r^arding the advisability of attempting the 
correction of the slight deformity. It was agreed 
that as the deformity was barely noticeable and the 
disability only temporary, it would be better not 
to attempt to reduce the slight displacement that 
existed. 

I have not considered treatment in this class of 
cases which, of course, varies with the special con- 
dition. The purpose of this paper is to direct at- 
tention to the malar displacement and the associated 
transmitted injuries caused by this displacement, 
also to the possibility of such injuries existing with- 
out marked constitutional disturbances. It would, 
therefore, be well to bear in mind in the examina- 
tion of every case of severe blow upon the face the 
possible presence of malar displacement and the 
resultant injuries. When extensive swelling exists, 
it is almost impossible at times to make a satisfac- 
tory diagnosis. The method of examination usually 
advised, of standing behind the patient and attempt- 
ing to palpate the malar bone, is not always satis- 
factory ; but palpation of the lower orbital ridge is 
simple and can always be carried out, and a fracture 
at this, the usual point — the articulation of the 



malar and superior maxilla— can easily be de- 
termined. 



A NEW PERIOSTEOTOME FOR CLEFT 
PALATE OPERATIONS. 

By Benjamin B. Gates, M.D., Knoxville, Tenn. 

That surgeons are not agreed as to the best meth- 
ods of closing the defect in cleft palate operations 
is evidenced by the many procedures offered to the 
profession by different operators. 

The majority of surgeons admit, however, that 
the chief cause of failure following staphylorrhaphy 
is cutting out of the sutures ; the cause of the sutures 
cutting through being an undue amoimt of tension 
on the flaps, owing to imperfect mobilization of 
tissues designed to bridge over the defect in the 
palate. 

In an ideal cleft palate operation the flaps fol- 
lowing mobilization should easily fall together, 
somewhat after the manner of the lids to a trap 
door. The function of the sutures is simply to hold 
the new surface vis a vis, and thus prevent any 
overriding of the tissues. 

Therefore, any agent or instnmient that will sim- 
plify the technic of cleft palate operations will have 
to do with facilitating mobilization of the flaps and 
minimizing hemorrhage. For this purpose I have 
designed a periosteotome — right and left — that will 
meet every indication for mobilizing the flaps in 
staphylorrhaphy and reducing the difficulties of an 
otherwise irksore operation. 

By adopting the plan suggested by Brophy in his 
excellent monograph, "Surgical Treatment of Palate 
Defects," that is, commencing at the cleft and 
working out towards the alveolus, the soft parts 
can be easily mobilized. Also by following the 
periosteotome with ribbons of gauze packed in be- 
tween the flaps and hard palate, hemorrhage can be 
to a great extent controlled. 

Of course it goes without saying that the edges 
of the cleft in the soft palate are to be freshened. 
It is needless to further pare the edges of the flap 
removed from the hard palate as they are already 
freshened by mobilization, besides such a step would 
sacrifice an unnecessary amount of tissue needed to 
close the fissure. 

Having then relieved all tension on the flaps so 
that they are easily approximated, three or four 
stay sutures of silk are inserted, and between each 
stay suture one or two horsehair stitches are intro- 
duced to keep the edges of the flaps from turning in. 

The periosteotomes are so constructed, the cut- 
ting edge being on a curve at an oblique angle to 
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the shank, and another curve on the shank, that the 
operator may assume any angle in a small space and 
thus complete the mobilization of the flaps with ease 
and dispatch. 



FURTHER OBSERVATIONS ON PRURI- 
TUS ANI: ITS PROBABLE ETIOLOGIC 
FACTOR, RESULTS OF TREAT- 
MENT. 

A second report based on the results of original 
research. 

By DwiGHT H. Murray, M.D., Syracuse, N. Y. 
(Concluded from August Number.) 

The following new cases, numbers 20 to 32, in- 
clusive, have been examined since my report of last 
year, and I give herewith the bacteriologic findings 
with results of treatment in the patients that have 
been examined and treated. 

Detailed reports of the injections are not given 
in these cases because they were all treated accord- 
ing to the technic heretofore given. 

Case XX. July 28, 191 1. Mr. C, aged thirty- 
four, in perfect health, except that he has pruritus 
ani. 

Examination showed the skin denuded, macer- 
ated, fissured, and lacking in pigment. 

Bacteriologic report : External, streptococci, pure 
culture. Internal, B. coli, few. 

Following the fifth injection, notwithstanding the 
fact that he had no reaction, the itching began to 
grow less. He received in all thirty-two vaccine in- 
jections. At the present time he is free from itch- 
ing. 

Case XXI. September 5, 191 1. Dr. C. M. S., 
aged thirty-three, first noticed pruritus ani four 
years ago. 

Examination showed several fissures, a partially 
macerated appearance of the skin, but not of the 
severity of most cases. 

Bacteriologic report: External, streptococci, pure 
culture. 

September 21st I began treatment, which was 
continued until October 14th, when he received 13 
minims; followed by severe reaction lasting nearly 
a week. He reported at this time that the charac- 
ter of the itching had changed, being less intense 
than formerly. 

May 16, 19 1 2, seven months after the last treat- 
ment, he reported that he had had no itching since 
the last treatment (Oct. 14). I took a culture with 
the following result : 

Bacteriologic report: External, streptococci (2 



or 3 colonies) ; otherwise culture medium was ster- 
ile. 

Case XXII. September 15, 191 1 Dr. L. H. S., 
aged forty-nine, has always been well except for 
pruritus ani which he has had for the past thirty- 
years. 

Examination showed macerated, non-pigmented 
area of the skin of the posterior half of the anal 
region, with fissures and folds. The usual culture 
was taken. 

Bacteriologic report : External, streptococci, 
many. Internal, B. coli, few. 

September 20, 191 1, I gave the first injection, as 
customary in the left arm. The treatment was con- 
tinued until December 28, 191 1, with the usual im- 
provement. At this time we were unable to find 
any streptococci in the cultures, and the patient was 
so much better that it was deemed wise to allow him 
to go without treatment for a time. 

February, 1912, he returned and a new culture 
was taken with the following result: 

Bacteriologic report: External, B. coli, few; 
streptococci, very few. 

He reported very little itching since the last 
treatment. 

Case XXIII. September 6, 191 1. Dr. W. W. S., 
aged fifty-one, always well with the exception of 
pruritus ani which began five years ago. 

Examination showed the skin macerated, fis- 
sured and in folds. The usual cultures were taken. 

Bacteriologic report : External, streptococci, 
pure culture. Internal, B. coli; staphylococci, few. 

The patient lived a considerable distance from 
Syracuse and has had no vaccine treatment. 

Case XXIV. October 2, 191 1. S. D. H., aged 
fifty, noticed pruritus ani eighteen years ago. Two 
years ago he had an abscess in the left groin, and 
since then he has had a number of smaller abscesses 
about the anal region. The pruritus is so severe 
that he gets very little sleep, and is also diurnal. 

Examination showed maceration, a large num- 
ber of skin fissures, marked loss of pigment, and a 
brawny mass, which is red and tender, on the right 
anterior quadrant, one and one-half inches from the 
anus. This was an abscess which I incised thor- 
oughly, curetted, and packed. A posterior com- 
plete fistula was also present. The patient had 
psoriasis on each elbow. 

Four primary cultures were taken in this case: 
Number I, from the skin outside the anus ; Number 
II, from the mucous membrane inside the anal ca- 
nal; Number III, from the pus of the abscess: 
Number IV, from a small discharging place on one 
elbow where psoriasis was present. 



Digitized by 



Google 



SBTTlMBn, 1918 



Pruritus Ani. 



INTERNATIOHAL 291 
JOURNAL OF SURGERY. ^^^ 



Bacteriologic report: I. External, streptococci, 
pure culture. II. Internal, B. coli, staphylococci. 
III. Staphylococci only. IV. No growth. 

October 9, 191 1, the treatment in this case was 
begun with 4 minims of autogenous vaccine. 

October 28th, he reported that the itching was 
growing gradually less and had changed in char- 
acter. The fourth injection of 14 minims was ad- 
ministered. 

At the present time he has no itching, notwith- 
standing the fact that the fistula still exists with a 
continual discharge upon the anal skin. The total 
number of injections given was four. 

Case XXV. October 14, 191 1. M. G. F., aged 
thirty-nine, has had pruritus ani nine years; itch- 
ing only at night. 

Examination showed that the skin for an inch 
around the anus was reddened, in folds, with loss 
of pigment, and a large number of skin fissures 
which extended well back between the nates. Cul- 
tures were taken as usual. 

Bacteriologic report: External, streptococci, B. 
coli, staphylococci. Internal, B. coli, staphylococci. 

This patient did not accept treatment. 

Case XXVI. October 30, 191 1. H. il. G., aged 
sixty-seven, has had pruritus ani for more than 
thirty years. It has grown gradually worse until 
at present he says that the condition is unbearable. 
Examination showed the skin almost entirely de- 
nuded for three and one-half inches in every direc- 
tion from the anus. 

Cultures were taken as follows : Numbers I and 

II, from the anus external and internal; Number 

III, 10 inches distant. 

Bacteriologic report: I. External, streptococci, 
pure culture, B. coli. II. Internal, B. coli. Ill 
Xo growth. 

This patient is troubled with eczema ; at times he 
has albuminuria. He had always been constipated 
until ten years ago, at which time I gave him a 
course of treatment; since then his bowel move- 
ments have been entirely regular. This indicates 
that at least in his case, constipation was not the 
cause of pruritus ani. 

November 7, 191 1, he began taking the vaccine 
treatment. He is not cured, but is much improved. 
The skin is healed and the patient is comfortable 
most of the time. The total number of vaccine in- 
jections given to date is twenty-seven. A further 
report will be made on this case next year. 

Case XXVII. November 11, 191 1. Mrs. B. H. 
B., aged fifty-seven, for the past fifteen years has 
had what she terms an eczema, and recently has 
had severe itching on one side of the anus which 
has been worse at night. There is maceration and 




Fig. 2. Case XX VII I. Photograph of Petri plate of culture taken 
from skin outside the anus before treatment was begun. The 
large colonics arc B. coli; the small, fine colonies are strepto- 
cocci. 




Fiff 3 Case XXVI II. Photograph of Petri plate of culture taken 
from skin outride the anus four months after treatment with 
autogenous vaccine was begun, and one month after itching 
had ceased. Shows few B. coli colonies. Xo other growth. 
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lack of pigment on the left side of the anus occu- 
pying the L. A. Q. The skin about the other por- 
tions is normal as to pigment. The usual cultures 
were taken. 

Bacteriologic report: External, streptococci. 

She did not accept treatment, and about five 
weeks later her sister called at the office to tell me 
that she was greatly pleased that Mrs. B. had not 
done so on the day of her last visit, because she had 
been taken ill after her return home and had been 
ill ever since. The patient died two months later 
with pernicious anemia. 

Case XXVIII. November 15, 1911. F. H. D., 
aged forty-three, has been troubled with pruritus 
ani for the past ten years. 

Examination showed the skin macerated, fissured, 
and somewhat reddened. He had a skin eruption 
on the inside of the thigh about two inches in di- 
ameter which had no connection with the pruritic 
area, although it caused considerable itching. 

Cultures were taken as usual, as well as a cul- 
ture from the eruption on the inside of the thigh. 
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Bacteriologic report : External, streptococci, 
pure culture. Internal, B. coli, staphylococci. No 
growth from skin eruption. 

November 21, 191 1, the patient received his first 
injection. Injections were continued in the usual 
manner until March 26, 1912. The itching b^;an 
to grow less after the fourth injection, and he made 
rapid improvement. 

Since March 28th we have been unable to find 
streptococci in the cultures and he has had no itch- 
ing, except at the site of the skin eruption on the 
inside of the thigh which still continues. 

I show herewith photograph No. II of the 
Petri dish of the first culture taken in this case; 
also photograph No. Ill of the Petri dish of cul- 
ture taken March 12, 1912. The diflFerence be- 
tween the two photographs is apparent. He had 
been without itching for about four weeks. Pho- 
tograph No. IV is of the culture taken in the anal 
canal and is typical of all the anal cultures. 

This patient at the present time is in splendid 
condition and very happy to be without his for- 
mer trouble. 
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Case XXIX. December 16, 1911. H. O. C, 
aged seventeen, student. 

Examination showed the anterior and posterior 
skin broken and presenting the appearance of 
pruritis ani. The patient says that it has itched 
regularly at night for the past few months. He 
was brought to me because of a diarrhea ; he has 
also been having a number of small boils over the 
body. 

A series of cultures was taken. No. I, on the 
skin outside the anus. No. II, at the entrance to 
the sigmoid. No. Ill, from one of the furuncles 
on the arm. 

Bacteriologic report: I. External, streptococci. 
II. Internal, B. coli, staphylococci. III. No 
growth from furuncle. 

Vaccine was made and sent to his family phy- 
sician. The doctor reports that the itching has 
ceased. 

Case XXX. February 19, 1912. G. H. M., 
aged fifty, first noticed pruritus ani six years ago.- 

Examination showed the skin badly fissured. 



macerated, and in folds for two and one-half 
inches from the anus all around. He is troubled 
with daily as well as nightly itching; his rest is 
very much interfered with. The usual cultures 
were taken. 

Bacteriologic report: External, streptococci, 
pure culture. Internal, B. coli, few. At sigmoid. 
B. coli. 

February 24, 1912, the first injection was given 
in the usual way. 

February 28th, he reported that he had a severe 
reaction, and that the itching for the last forty- 
eight hours had been less intense. 

April 2nd, the patient reported no itching since 
March 4th. Examination showed the anal skin 
in excellent condition. All fissures, which were 
very deep at the time of the first injection, are 
healed. 

May 29th, he reported that he had had no itch- 
ing, no moisture, much less nervousness, and 
felt perfectly well and happy. No treatment 
that he had received ever gave him such relief 



Digitized by 



Google 



M4 INTERNATIONAL 
^^ JOURNAL OP SURGERY. 



Pruritus Ani. 



Sbptbxbr, 1912 



PLATE No. 2 



I i I 



• 

7 

8 



10 

11 



4& v: AflMiiffw 
4€ U. ^lleriean 
^6 M. Ameri««d 



4S 

29 
47 



M. Anencn 
IC Anerfcaa 
If. Aaerk^. 



I 

11$ nouMwIhi DiMMcd coecfx 
300 Tkj f m tU9 Sw«n«n npte 
330 Undaat Fistula 

ioo 

141 
199 



S 

2 
3 
Irriutioa of juhI «t 
R.R.ACL CoMtipfttktf lOi 

Vkjwkdtm Estemd bfoi thoidi 1 wtOtg 



IM 



BatlMr 



12 4« IC AaeriMa 

IB 41 If. AmefkM 300 

14 43 M. Genun 144 

lt( M M. AaericMi ICO 

16 JO F. AaNricMi. 130 WaitnM 

17 37 M. WeleKMM 1S4 



Wecra t ioD 
HenorttaoUA 

riMola 
DcnBoid cjrst 



lytar 

Iwcck 
3*reftf» 
IrMir 
*3 



N« 
No 

+ + 
No 

No 

+ 
No 
No 
YeM> 
No 



Y«4yn. 



Mo 
Semi 
Yet 
No 
Yc» 
Y« 

No 
No 
No 



No 

Mild 
Mild 
Mild 

No 
Y« 
Y« 

Mild 

No 
No 
No 



J8 

S 

m 

1 

< 



No 
Yes 
Yco 
No 
No 
No 
No 
No 
No 
No 
No 
No 



I 



Conccstec 



Irritatad 

NonMd 



Norma! 
Nomol 
Fiarared 

Nonnal 



Nonnal. 



II 



nmhu 



i! 



lii 



•3 = 



A 



-1 



££ 



Ills 



Case XXXI. April 26, 1912. C. D. S., aged 
twenty-three, first noticed pruritus ani one and 
one-half years ago, beginning gradually; it is 
very intense at night. 

Examination showed the skin actively redden- 
ed for one and one-quarter inches around the 
anus and toward the perineum. The usual cul- 
tures were taken. 

Bacteriologic report: External, streptococci, 
B. coli, few. 

Not yet treated. 

Case XXXII. April 22, 1912. Mrs. H. K., 
aged fifty-three, has had pruritus ani for fifteen 
years, and has gradually grown worse. Eight 
years ago was operated on for this trouble and was 
better for two weeks ; after this she was troubled 
with itching as much as ever. 

Examination showed infiltrated folds, macera- 
tion, excess of moisture, skin fissures, and lack of 
pigment for two inches outside the anus. Sphinc- 
ter ani tight. The usual cultures were taken. 



Bacteriologic report: I. External, streptococci, 
B. coli, few. II. Internal, B. coli. 

This patient lived a considerable distance from 
the city and the treatment was delegated to her 
home physician. 

Present Condition of Cases Treated in Second 
Series. 

Case XX. March 22, 1911, gave the last treat- 
ment ; no itching of any account since the last of 
February. Skin about the anus presents a normal 
appearance. 

Case XXI. October 14, 1911, gave the last 
treatment; no itching since October 6, 1911. Skin 
now presents a normal appearance. 

Case XXII. Has been very irregular about 
treatments. Still has itching, but is now under 
active treatment. 

Case XXIII. Was not treated. 

Case XXIV. October 28, 1911, gave last treat- 
ment. No itching of account since October 9, 
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1911, though he still has the complete fistula. 

Case XXV. Was not treated. 

Case XXVI. Is still under treatment. . He is 
very much improved. 

Case XXVII. Was not treated. 

Case XXVIII. March 12, 1911, gave last 
treatment (seventeen in all) ; no itching since 
February 7, 1912. Skin about the anus normal. 
See photographs of culture at beginning and end 
of treatment. 

Case XXIX. Being treated by Dr. E. B. Ka- 
ple, who reports itching entirely stopped 

Case XXX. March 25, 1911, gave last treat- 
ment (six in all). No itching since March 12th. 

May 29th he reported no itching, no moisture, 
is much less nervous, feels perfectly well and very 
happy. No other treatment ever gave him such 
relief. 

Case XXXI. A recent case in which treat- 
ment has just been started. 

Case XXXII. An out of town patient whose 



treatment was delegated to her home physician; 
no report made. 

Control Cases. 

I have not given full details in these control cases 
except to show that none of them were suffering 
from streptococci infection. In those in which 
there was an evanescent itching, this symptom 
cleared up very promptly under local treatment 
which was also an evidence that none of them 
was of streptococcic origin. 

The object of the control cases is fulfilled, in 
that they show a variety of rectal diseases that 
are usually given as causes of pruritus ani, in 
not one of which was there persistent itching, 
in most of them none at all. 

Case VI. September 1, 1911. Mrs. F., aged 
forty-six, has beenf troubled for the last five 
years with a diseased coccyx. There is consid- 
erable irritation of the skin about the anus. The 
usual cultures were taken. 
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Bacteriologic report : External, no streptococci. 

Case VII. September 6, 1911. G. G. L., aged 
forty-six, about a year ago noticed a slight itch- 
ing and a brawny ridge just at one side of the 
median raphe ; there was no typical appearance of 
pruritus ani. A culture was taken in the usual 
way. 

Bacteriologic report: External, no streptococci. 

Local treatment cleared the matter up in a few 
days. 

Case VIII. October 26, 1911. C. T., aged for- 
ty-six, has slight itching about the anus after 
bowel movements; first noticed this about two 
years ago. 

Examination showed an old abscess cavity 
from which there was a slight discharge. The 
usual cultures were taken. 

Bacteriologic report : External, no streptococci. 

The fistula was incised and a cure resulted 
without further trouble. 

Case IX. November 17, 1911. C. A. S., aged 
forty-eight, has had internal hemorrhoids for sev- 
eral years. Slight itching began about six months 
ago. 

Examination showed a redness and swelling of 
the skin near the median raphe ; otherwise normal 
in appearance. The case presents no indication 
of typical pruritus ani. The usual culture was 
taken. 

Bacteriologic report: External, no streptococci. 

Two or three local treatments cleared the case 
up entirely. 

Case X. December 18, 1911. F. G., aged twen- 
ty-nine, has been constipated since nineteen years 
of age; no indication of itching in this case. 

Examination showed a tight sphincter, two dis- 
eased crypts, with chronic proctitis. The usual 
cultures were taken. 

Bacteriologic report : External, no streptococci. 

Case XL January 2, 1912. A. B. R., aged 
forty-seven, has an external thrombotic hemor- 
rhoid which is a relapse of an old one of some 
years standing. Culture was taken in the usual 
manner. 

Bacteriologic report : External, no streptococci. 

The thrombotic hemorrhoid was operated on. 
Recovery. 

Case XII. January 27, 1912. H. G. G., aged 
forty-six, a year ago noticed a slight growth 
which was sore for about one week. Last night 
he noticed an increase in its size. 

Examination showed an external thrombotic 
hemorrhoid. The usual culture was taken. 

Bacteriologic report : External, no streptococci. 



This case was operated under \ocal anesthesia. 
Recovery. 

Case XIII. February 3, 1912. W. F. L., aged 
forty-one, has had an external thrombotic hemor- 
rhoid as the result of a fall upon the ice. The 
usual culture was taken. 

Bacteriologic report : External, no streptococci. 

This case was operated under a local anes- 
thetic, a complete cure resulting. 

Case XIV. February 12, 1912. E. J., aged 
forty-two, about one week ago noticed a tickling 
and smarting sensation after bowel movements. 
Has been somewhat constipated for several years. 
Uses tobacco in excess. Gives a positive reaction 
to the Wassermann test. 

Examination showed irritable ulcer just above 
Hilton's white line. The usual culture was taken. 

Bacteriologic report : External, no streptococci, 
B. coli, few, pale bacillus. 

The case recovered under local treatment. 

Case XV. February 16, 1912. H. F. G., aged 
thirty-six, complained of an external hemorrhoid 
which was the result of a strain. Examination 
showed large internal hemorrhoids with several 
smaller ones. The usual cultures were taken. 

Bacteriologic report : External, no streptococci. 

CaseXVL February 15, 1912. Miss C. A. W., 

B *ss3DsqB ib;d3J b p^q o3i2 JB3A 3UO 'Xyiq^ P93b 
fistula resulting; she passed considerable blood. 

Examination showed a fistula opening external- 
ly on the right side about one and one-half inches 
from the anus. The probe passed entirely 
through into the anal canal. There was also a 
chronic abscess of the right Bartholin's glands, 
with pus discharging from it. A culture was 
taken in the usual manner. 

Bacteriologic report: External, no streptococci. 

I did not operate on this case. 

Case XVII. February 19, 1912. R. C, aged 
twenty-seven, about six years ago had an abscess. 
He said there was no pain about it, but a smarting 
discharge. He had been operated on, but was 
not improved. 

Examination showed a dermoid cyst in the 
anterior wall of the rectum. One inch above Hil- 
ton's white line, an opening communicated with 
the anal canal. I operated and removed quite 
an amount of hair from the cyst. Culture was 
taken in the usual manner from the external parts. 

Bacteriologic report : External, no streptococci. 

The patient made a complete recovery. 

The conclusions of last year's work still hold 
true and should be read in connection with the 
following conclusions based on experience with 
my second series of cases. 
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Conclusions. 

1st. It is shown by the nine hundred consecu- 
tive cases of rectal diseases that constipation and 
hemorrhoids or any lesion are coincidental and 
may be predisposing causes of pruritus ani. 

2nd. Even when there is a discharge of pus or 
other moisture on the skin about the anus it is 
not the actual cause of pruritus ani, unless there 
is a streptococcic or other infection of the skin. 
They may exist together, but are a coincidence. 

3rd. All investigators in making cultures 
should use, in addition to the hard media, the 
liquid media and Gordon's series of carbohydrates 
if they wish to differentiate the streptococci and 
other bacteria. 

4th. Avoid excessive reactions. 

5th. Use small initial doses. 

6th. Give subsequent injections only after the 
previous reaction has completely subsided. 

7th. I would suggest the following change in 
the nomenclature of pruritus ani by recognizing 
two varieties: Pruritus ani simplex and cocci- 
genous pruritus ani. 

800 University Block. 



REPORT OF TWO PECULIAR CASES OF 
DERMOID CYSTS.* 

By William E. Lippold, M.D., Brooklyn, N. Y. 

On account of their peculiar nature, I deemed 
these two cases of sufficient importance to bring 
them before you. 

Case I. Man, aged thirty-one, good physical con- 
dition. History n^;ative. Patient came to me on 
account of a peculiar feeling of moisture at the 
bottom of his spine for the past three weeks. 

On examination I discovered an opening the size 
of a pin head. I probed this and found that the 
probe entered about three inches toward the rec- 
tum. 

I advised that the fistula be laid open and did 
the operation one week later. I extracted a mass 
of coiled-up hair, curetted, packed and kept it open 
until healed. 

Case II. A man, aged twenty-six, came with a 
history of having been struck on the back with a 
board in which there was a nail. As evidence he 
showed me the hole where the nail had entered to- 
ward the spine. On probing I found a fistulous 
tract about two and one-half inches long. After 



* Presented before the Staff Association of tht Williamsburg Hos- 
pital, April 1. 1919. 



various measures of closure had been tried, oper- 
ation was resorted to. The fistulous tract was 
opened and we were again rewarded by finding a 
roll of hair. 

Both of these cases were evidently dermoid cysts 
arid were very slow to granulate. 

197 St. Nicholas avenue. 



Surgical Gleanings 

The Pfannenstiel Incision. — Dr. M. v. Hoist 
(Munch, med. Wochensch,, No. 17, 1912) is strong- 
ly convinced of the value of the transverse fascial 
incision of Pfannenstiel in abdominal surgery. Up 
to the close of 191 1 he employed this method in 
450 cases. Of these 250 were later examined and 
it was found that hernia occurred in none of those 
healing by primary union and in only i per cent, of 
those healing by granulation. Such a result had not 
been previously obtained with any other method of 
opening the abdomen. The objection made against 
this method, that it does not permit of a good view 
of the field of operation, was not found to be justi- 
fied; in fact, the contrary obtained. It was found 
possible to remove tumors as large as a man's head 
without any special difficulty. One of the important 
advantages is that the intestines are not likely to 
protrude, and therefore are not exposed to drying, 
cooling or contact. In closing the abdominal incis- 
ion the peritoneum is united with a running suture 
of iodin catgut and the recti with iodin catgut but- 
ton sutures, while the external wound is closed 
with thin siUc button sutures. This method permits 
the patient to get up early after operation, usually 
on the fourth day. 

Delayed Chloroform Poisoning. — Dr. S. M. 
Fischer {Publication 6, issued by Med. Faculty 
Queen's Univ,, June, 1912) says that a survey of 
the literature seems to show that serious S)rmptoms 
do not develop in the human subject unless anes- 
thesia has extended over thirty minutes; that such 
symptoms are more prone to develop in anemic and 
cachectic patients and those suflfering from diseases 
where hepatic deficiency may be premised. In 
dogs, symptoms of poisoning can almost invariably 
be produced if anesthesia lasts two hours or if the 
animal is anesthetized several times at short inter- 
vals. With ether anesthesia delayed poisoning, 
while recorded several times, is almost unknown. 
With such a knowledge the field for chloroform 
anesthesia becomes narrowed and its limits of saf- 
ety better defined. There can be no doubt too, that 
altogether apart from the serious train of symp- 
toms recorded as characteristic of delayed chloro- 
form poisoning, milder degrees occur and are re- 
covered from. Thus the transient icterus noticed 
at times after chloroform anesthesia without other 
evident cause, and such conditions as restlessness, 
mild delirium, dazing and drowsiness may be in- 
stanced as signs of milder intoxications. 
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Editorial Department 



NEW YORK, SEPTEMBER, 1912 

THE FUTURE STATUS OF THE GENERAL 
PRACTITIONER. 

It was Professor Jacobi, we believe, who once 
said that the general practitioner was becoming a 
directory for the specialist. That was many years 
ago, and his prophecy has been fully justified. Un- 
less conditions change there will be a constant in- 
crease and extension of specialism at the expense 
of the man in general practice, at least in the large 
centers of population. Unfortunately, the practi- 
tioner has been largely responsible for this tend- 
ency. He has lost his self-confidence and reliance, 
and many a case is referred to others that he should 
be able — and often is — to properly manage himself. 
The observant laity, too, has not been slow to take 
notice, and we are witnessing the curious spectacle 
among the wealthier classes of a staff of consultants 
in place of the family physician. One gentleman of 
our acquaintance — and no doubt he has many a 
prototype — ^boasts of having had a different special- 
ist for well-nigh every ailment with which he and 
the members of his family have been afflicted. 
Among his list is a surgeon, an ophthalmologist, a 
laryngologist, a dermatologist, a neurologist, a g\'n- 
ecologist, a gastro-enterologist, and pediatrist, so 
that there is little left for the man whom he speaks 
of as his family doctor — a doubtful honor, to be 
sure. 



Although the growth of specialism is a natural 
trend, since it is encountered also in other sciences, 
we believe that in medicine its influence has not been 
altogether for the general good of the profession 
and of the public. We further beiieve that the 
greater attention which is being devoted in our 
medical schools to imparting a knowledge of the 
special branches and the extension of post-graduate 
instruction will result in a line of general practi- 
tioners fully equipped to treat many cases nowa- 
days commonly referred to specialists. No one can 
ever successfully compass the entire field of the 
medical sciences, but there is bound to be a more 
equitable division of the work in the future. As 
conditions now are, every young graduate aspires 
to be a specialist because he thinks it means an 
easier life and greater remuneration. The result of 
this has been a multiplication of men doing oper- 
ative work and much useless a^id harmful tinkering. 
A greater interest on the part of the practitioner 
in the special branches will therefore not only ex- 
tend his own sphere of usefulness, but serve to ele- 
vate the general status of those who devote them- 
selves exclusively to them. 



NEOSALVARSAN AND SALVARSAN. 

The treatment of syphilis with salvarsan has 
reached the stage in which its effectiveness as 
a remedial agent is no longer questioned. It is 
true that a majority of observers are of the opin- 
ion that the best permanent results are obtained 
by the administration of mercury in conjunction 
with salvarsan, but it is equally true that the 
new arsenic therapy has placed in our hands a 
weapon against syphilis which is of inestimable 
value. 

The time is still too short to speak definitely on 
the effect of neosalvarsan — the improved salvar- 
san. Nevertheless, sufficient observations have 
already been made by those who have been using 
it experimentally, to indicate that it possesses prac- 
tically the same, if not greater, therapeutic po- 
tency in syphilis as salvarsan. 

Neosalvarsan has certain decided advantages 
over its predecessor. It is readily soluble in 
water, with a neutral reaction. This renders it 
unnecessary to add sodium hydroxide for alka- 
linization, and the patient is thus spared the se- 
vere reaction and other disagreeable sequelae 
which are due to the presence of this alkali. This 
is not only true in the intravenous injection, but 
still more so in the ease of the intramuscular 
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mode of administration. It is well to recall the 
difficulties and annoyances that were inseparable 
from the intramuscular injection of salvarsan, as 
advocated in the early days of its introduction by 
Wechselmann, Michaelis, Alt and others. The 
pain was usually very great; severe infiltration, 
necrosis and gangrene were not at all rare, and 
acute inflammatory reaction, necessitating rest 
in bed for many days, was the customary result 
of the injection. This was due in great measure 
to the sodium hydroxide that was used in con- 
verting the acid solution to one of a neutral or 
faintly alkaline character. 

My own observations* in connection with the 
employment of neosalvarsan leave no shadow of 
doubt of the painfulness of the intramuscular in- 
jection when the powder is dissolved in sterile 
distilled water. This method, tried in a fairly 
large number of cases, proved too painful for 
ordinary use, but the amount of suffering experi- 
enced by the patients is evidently but a fraction 
of that endured by the early beneficiaries of sal- 
varsan given intramuscularly. When dissolved 
in water and thus injected, neosalvarsan does not 
cause the severe local reaction formerly observed ; 
it is simply painful, a pain not unlike that which 
many patients complain of in connection with 
the intramuscular administration of mercury sal- 
icylate or bichloride. When, however, the neo- 
salvarsan is suspended in pure glycerin and then 
dissolved by the addition of distilled water, ac- 
cording to the method I have previously de- 
scribed, we have an intramuscular injection that 
is practically painless, and in the majority of 
cases absolutely so. 

This, then, is a decided advantage of neosal- 
varsan — that it can be given intramuscularly 
without the need of being neutralized by the ad- 
dition of sodium hydroxide. The same advan- 
tage obtains when it is given intravenously, as 
we then introduce nothing into the blood but the 
substance itself and the distilled water in which it 
is dissolved. In this connection, it is worthy of 
note that experience has shown that the more 
concentrated the intravenous solution, the great- 
er is the therapeutic effect. Consequently, in- 
stead of injecting 300 c.cm. as we do with sal- 
varsan, we inject but 120 c.cm. of neosalvarsan 
solution. This is also of decided advantage. 

Neosalvarsan causes much less constitutional 
reaction than salvarsan. In fact, the reaction, if 
there be any, is hardly perceptible and is seen 

♦ Medical Record, July 27, 1912. 



principally in a slight rise of temperature. In 
several hundred injections thus far given, I have 
seen but one case of vomiting after the operation. 
Chills and nausea, faintness and diarrhea, such 
as are sometimes observed after an intravenous 
injection of salvarsan, are never encountered with 
the new preparation, particularly if the rule to 
use none but freshly distilled water is adhered to. 

Absorption is much quicker and elimination is 
also much more rapid than is the case with sal- 
varsan. Reinjections of neosalvarsan have been 
given at intervals of two days, without untoward 
effect; this cannot be done with salvarsan with 
safety. It has been noted that the best results 
with the new preparation are obtained with in- 
jections repeated at intervals of four days. In 
this manner, it is evident that a more direct and 
lasting attack on the spirochetes can be made, 
because of the brief intervals between the injec- 
tions, as compared with the longer intervals in 
the case of salvarsan. It is also apparent that 
neosalvarsan is thus enabled to influence certain 
forms of spirochetes which are not reached by 
the slower action of salvarsan, and to this extent 
is capable of affecting many cases of tertiary lues 
which are not amenable to the latter. This observa- 
tion has also been made in a recent communica- 
tion by McDonagh (British Medical Journal, June 
8, 1912). He believes that from three to eight 
injections are required for a cure of syphilis, with 
mercury administered simultaneously. 

The arsenic content of neosalvarsan compares 
with salvarsan in the ratio of two to three; that 
is, 0.9 gm. neosalvarsan is the maximum safe 
dose, as compared with 0.6 gm. salvarsan; for 
women, the usual dose is 0.75. For children, the 
dose varies from 0.05 to 0.15 gm., according to 
age and general condition. I have personally ad- 
ministered three intravenous injections of neo- 
salvarsan to a fairly vigorous boy, five years old, 
with primary and secondary lues; the first dose 
was 0.2 gm., the second, six days later, was 0.3 
gm., and the third dose, five days after the sec- 
ond, 0.45 gm., a total of 0.95 gm. in a period of 
eleven days. The lesions responded perfectly 
and there was no reaction or ill effect of any kind 
whatever after the injections. 

Comparing the two remedies, we may justly 
conclude that neosalvarsan will in all probability 
supplant salvarsan as the most potent anti- 
syphilitic weapon in our possession. Its ease of 
administration, the absence of disagreeable after- 
effects in the intravenous form of administration. 
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and the possibility of a practically painless intra- 
muscular injection, which can be repeated at fre- 
quent intervals, lead to the opinion, which I am 
confident is shared by many who are conversant 
with the facts, that neosalvarsan will play a most 
important part in the world-wide campaign 
against syphilis. 

AnR. L. WoLBARST, M.D., New York. 



GYNECOLOGICAL HINTS. 

By Ralph Waldo, M.D., New York. 

It is a bad practice to give purgatives a day or 
two before performing a laparotomy. If you do, 
the patient is apt to suffer severely from gas pains 
for several days following the operation, and an 
evacuation from the bowels is difficult to obtain. 
If the operation is to be performed in the morning, 
a simple enema should be given the night before, 
and if during the afternoon, this should be done the 
same morning. 

As soon as a patient has been put to bed after a 
laparotomy an enema of one pint of hot water 
(no F.) containing one ounce of whiskey should 
be administered. This hastens reaction and pre- 
vents the severe thirst that is so apt to follow lapar- 
otomies. Hot saline is not absorbed as rapidly as 
hot sterile water and so should not be used. 

If a patient is thirsty after a laparotomy small 
quantities of water, hot or cold, should be given 
at short intervals. I usually instruct the nurse to 
let the patient have all the water she wants in tea- 
spoonful amounts. If a large quantity of water is 
given at a time, it is apt to cause vomiting. On 
the other hand, a small quantity at frequent inter- 
vals will frequently arrest nausea and vomiting. 

Severe vomiting with possibly acute gastric 
dilatation will be very much relieved by wash- 
ing out the stomach. In fact this procedure will 
save many a life. 

• The too free use of cathartics following a lapar- 
otomy usually does more harm than good. A 
simple enema once or twice a day is usually all 
that is necessary. 

A rectal tube inserted four or five inches once in 
two hours, and allowed to remain twenty minutes 
each time, will frequently allow gas to escape and 
stimulate peristaltic action. 
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REFLECTIONS OF A QUIET HOUR.* 

By J. H. :Mitchell, A.M., M.D., Mt. Vernon, 111. 

In accordance with the custom of our associa- 
tion the president is expected to deliver an ad- 
dress that must, in some measure, conform to 
rule and the importance of the institution which 
he serves. 

Under such conditions you have placed your 
present incumbent in a position that he feels en- 
tirely unable to fill in a manner satisfactory to 
himself, according to his idea of the greatness of 
the occasion and the demands of those who form 
this association. Hence the subject of this ad- 
dress. 

As you do hot place any particular restriction 
upon the subject matter alloted to the president's 
address, in the beginning, I certainly hope that 
after the announcement of this subject, you will 
not accuse the writer of being afflicted, in the 
language of expert alienists, with "brain storm" 
and even much less with "brain fag." 

From the point of view of your president, after 
many years' association with you, I am convinced 
that there is not a grander body of men in exist- 
ence ; grand as citizens, speaking from a general 
viewpoint ; grand in your chosen work, not mere- 
ly from the standpoint of dollars and cents, but 
as carriers of comfort and sunshine into many, 
many homes, not to say hovels where comfort is 
otherwise unknown, without any possible expec- 
tancy or hope of financial reward (here often your 
best service is rendered because of your love for 
everything that an all wise Creator has seen fit 
to place in existence, and especially those created 
in his own image) ; grand in your untiring en- 
deavors to bring forth measures that are new and 
better than those that have preceded, for the ac- 
complishment of comfort to those in distress: 
grand in that, as a rule, your effort is applied to 
every measure advanced for the betterment of 
the communities in which your lot is cast, even 
to the sacrifice of health, means and comfort. 

You will excuse any appearance of throwing 
bouquets, because such is not the intention of 

* President's address, delivered at serenteenth annual meeting of 
Association of Surgeons of Southern Railway, Washington, D. C, 
June 1118, 1912. 
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the speaker, but it is an expression of his real 
knowledge and feeling after quiet thought and 
study. 

The association of the speaker with you for 
many years has led him to know that everyone 
of you is more or less conservative, still optimis- 
tic, whenever possible, turning the dark side to 
the light and bringing the disease conquering and 
trouble disseminating sunshine into the gloomy 
shadow. 

Your office as railway surgeon is peculiar and 
exacting, diflFerent from that of the surgeon spec- 
ialist in that you are often summoned on the in- 
stant and just as you are, without a moment's 
time for extra preparation, to care for many in- 
jured persons, men and women, who are entire 
strangers to you and whose injuries are as var- 
ious as the number of those afflicted. Then, too, 
they may be entire strangers to each other and to 
the surroundings ; persons of education and those 
who are densely ignorant; persons who have 
wealth and those who have none — even their 
small savings having been exhausted in the prep- 
aration for the journey; persons from different 
communities, states and even different nations. 
The undertaking is great and equally as im- 
portant. Indeed it is such as to require the 
greatest strength there is in one — mental, phy- 
sical and moral. And, while not apparently so, 
it demands constant thought and preparation as 
well as peculiar fitness — every faculty must 
needs be educated and alert. 

Again, your office should be that of conserva- 
tion, to use a homely phrase, and not of destruc- 
tion ; "conservation of both life and limb." The 
veriest tyro may cut off and mutilate, but it re- 
quires thought, courage and skill to save and 
build anew. 

And again, your office often is that of adviser, 
but also of admonisher, in both character and 
mental and physical development, as the man 
who is qualified and worthy of the name of doc- 
tor should be. 

You are one in whom the railway company, 
through its chief surgeon, has placed confidence 
enough to appoint and to retain you in the hon- 
orable position you now occupy — a position that 
is such as to presuppose that you are to be look- 
ed upon as an adviser and leader in many other 
fields than that of your special work. I wish that 
I could portray the picture as it richly deserves, 
but this seems impossible. Though I could wield 
the pen of an Agassiz, the brush of an Angelo, 



or the eloquence of a Simpson, even then I should 
leave out some essential point of the picture. 

But I must pass on to other topics. 

I wish that I could bring to you a message as 
new and as important as that brought to you by 
my sixteen able predecessors, but I am afraid 
that I shall fail materially. However, to use an 
old and familiar phrase, I can but profit by their 
successes, rather than fail. I am constrained to 
believe that it is a much more complex undertak- 
ing to follow in the footsteps of sixteen men, each 
one trying to measure a distance beyond the one 
who has preceded him, than to follow in the foot- 
steps of one man, even though you try but to 
equal the pace of each one. 

In undertaking to bring to you something new 
and equal to that of my predecessors, I am aware 
that every thought and position will be sifted as 
fine sand; that the good will be approved, but 
any careless expression or position assumed will 
be relegated to the failure class as it justly de- 
serves. 

As railway surgeons we cannot take measures 
for granted and jump to conclusions, as thereby 
our work would prove disastrous. We are sup- 
posed to be untiring students and investigators, 
weighing carefully every assertion and proposi- 
tion that comes into our lives ere we give it our 
approval. 

In this address your speaker will not undertake 
to enter into the classical, by going back into 
the history of the past, seeking to add luster to 
the names of those worthy of the highest praise 
and to their great accomplishments (a theme 
that is ever new in the pleasure that it g^ves one 
to contemplate), but to speak in the present to 
each one of you, as men who are able to ac- 
complish not merely one great act but many that 
are worthy of name and praise. 

Just here I wish to thank you for the very 
high honor you have conferred upon me, first in 
receiving me as a member of your association and 
then in electing me to the high and very honor- 
able office of president. It is an honor that de- 
serves the best effort of any man, and I only wish 
that I could feel that it has been worthily be- 
stowed. 

The Southern Railway System extends over 
a vast territory and conveys from point to point, 
and from state to state, many thousands of pre- 
cious lives, and its officials, in their desire to 
make safe and comfortable these many lives, are 
among the pioneers of railway companies to rec- 
ognize the usefulness and importance of associa- 
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tion of their surgical staflf. It is evidently their 
aim to make this one of the best, if not the best, 
of its corps of employees, and thus sprang the 
embryo of the Association of Surgeons of the 
Southern Railway — ^and from every appearance 
a very healthy embryo, as through careful yet 
vigorous training it has grown into a very for- 
midable organism; an organism that, although 
unpretentious and not inclined to be meddlesome, 
when to be officious is unmanly and not for the 
greatest good of all concerned, is one whose 
influence is to be respected in every great move- 
ment toward the conservation of life and health. 

I do not claim any priority in the use of the 
word "conservation." We have heard and seen 
it used Occasionally during the last few years 
with reference to forests, streams, etc., however 
much less frequently where life and health are 
concerned. 

You will pardon me if, at the beginning, the 
position taken has any appearance of not being 
in connection with the railway service, as I be- 
lieve that ever}" railway organization is vitally in- 
terested in the subject of public health, especially 
from the standpoint of intelligent and scientific 
accomplishment. And while I do not wish to 
detract in any measure from the usefulness and 
the good that is being accomplished by the legal 
department, I do advocate the placing of affairs 
relating to life and health under the control, 
more conspicuously, of those whose training best 
qualifies them for the successful management 
thereof. The relation between the law and med- 
ical department is very close, or should be, as 
our work and interests are toward the same great 
end. The work of the law department, however, 
is, per se, the safeguarding of the interests of 
the company against the rapacity of the financial 
barnacles or microbes that seek lodgement and 
thereby existence, without any effort toward 
earning it. That of the medical department is 
the conservation of not only the financial inter- 
ests, but also the humane interests — physical, 
mental and moral. 

Is it not apparent, then, that under these con- 
ditions a well appointed central or directing head 
would be better qualified to plan and institute 
wiser and saner methods of procedure than one 
who has not received special training and de- 
voted special study and investigation to preserv- 
ing intact the health and comfort of the people 
of our great nation ? 

To be plain, and without further preliminary, 
we should exert our best efforts to encouraging 



a National Department of Health and Hygiene, 
viz., push forward the passage of the Senate bill, 
known as the Owen bill, which, as members of 
a profession that as a rule is unselfish and unmer- 
cenary, we know, or at least honestly believe, 
will be to the best interests of every institution 
that is engaged in legitimate business. We are 
aware that such a movement is being bitterly 
fought by many sects who make the claim that 
such a measure is merely in the interest of the 
medical profession as represented by the Ameri- 
can Medical Association, and against individual 
freedom. We confidently believe from careful 
investigation that this does not mean so much 
individual freedom as individual license. 

It seems unwise that any task so vastly im- 
portant to the well-being of a nation, state or 
even borough, should be delegated to any of the 
existing departments, i. e., State, War, Treasury, 
Navy, Interior, Agriculture, etc.; these as a rule 
have about all they can do in their special fields 
of work, and are not qualified to act as health ad- 
visers because of a lack of special training and 
knowledge, but must necessarily attach to them 
men who, though qualified, are not authorized to 
act, except with restrained authority. 

We can but note the wonderful results that have 
been accomplished in a few short years since 
measures for the preservation of the national 
health have been more conspicuously placed in 
the hands of medical men with national support. 

We are aware that many and, we may add, most 
important measures for the preservation of health 
have received for a time the. condemnation of a 
large number of persons who, if previously prop- 
erly advised, and waiving selfish motives, would 
lend their full approval. For example, it is not 
so many years since we were advised by teachers 
and men of education, that the common housefly 
was a blessing in disguise as a scavenger, in that 
it devoured much that if left alone would prove 
disastrous to health. And again, the mos- 
quito was considered an almost indispensable suc- 
corer, especially in what are termed malarial dis- 
tricts, as it was supposed to carry along with its 
interesting dagger the necessary means to ward 
off "chills and fever." This is in no wise a fairy 
story, but a formerly entertained scientific axiom, 
that everything was created for some good pur- 
pose and that this applied even to the mosquito, 
etc. It has been the privilege of your speaker, dur- 
ing his short life, to witness the pleasure and sat- 
isfaction derived by those who had been thus 
trained in the act of letting the pest inoculate 
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them against exposure to the poison of miasm. 
But how very much we have changed. As the 
result of careful investigations and tests we are 
taught to fear and avoid the presence of the fly 
and mosquito as a pestilence. 

Examples like the above might be multiplied 
many times wherein conclusions have been hast- 
ily, if not leisurely, drawn from purely self-willed 
ideas, without careful and conscientious investi- 
gation. 

Among the number of those who are active 
in opposition to the Owen bill may be mentioned 
the so-called League for Medical Freedom, com- 
posed of antivaccinationists and anti ever>'thing 
else that is the outcome of careful, untiring in- 
vestigation and thorough study for the preserva- 
tion of health and thereby happiness. 

A department of health, though an innovation 
in the regular order of governmental affairs, will 
prove an invaluable auxiliary if at the head, of an 
institutions so important as that of hygiene, are 
placed those whose whole interest and training 
peculiarly fit them for so vast an undertaking. 

As has been intimated in a former part of this 
address, our association is a healthy organism 
and capable of doing large things. Being repre- 
sentatives of many communities, in many states, 
it should be possible or even probable for us, by 
untiring and rightly directed eflFort, to help to 
accomplish even so great an innovation. 

In closing this address, I feel that I should be 
unusually remiss in my duty if I should fail to 
refer with love and reverence to those of our mem- 
bers who, since our last meeting, have closed 
their lives — lives of usefulness — and have gone 
home for the reward of good and faithful men. 
I cannot refer to all of them personally, as I have 
not been advised as to who they' are, but I do 
know of the death of Dr. Rhett Goode, of Mobile, 
Ala., a former president of this association. I 
first met Dr. Goode in Richmond on the occasion 
of the meeting of the International Association 
of Railway Surgeons. I was very pleasantly im- 
pressed with him at that time, but learned to 
love and respect him enduringly on the occasion 
of my first meeting with this association in his 
home city. And, although I have seen and asso- 
ciated with him a number of times since, I have 
never found cause to change my first impression 
or to regret in the least degree my full confidence 
in him. To the loved ones and friends we ex- 
tend our sincere respect and sympathy and com- 
mend them to the loving care of an all wise Fath- 
er, who controlleth all things for the best. 

Gentlemen, I thank you. 
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By J. G. Johnston, M.D., Chester, S. C. 

At the beginning of this paper I wish to say that 
the points referred to therein are largely based up- 
on experience ; while some of the observations have 
been taken, from the writings of others, the major- 
ity of them have been made by me from time to 
time in my work along this line. If I can only be 
the means of inducing the men who see these pa- 
tients first to properly care for them, thereby sav- 
ing much unnecessary suflfering as well as not a few 
eyes, the purpose of this paper will be amply ful- 
filled. 

Injuries to the cornea may be of many kinds 
and of varying degrees, all the way from a small 
foreign body lodged on it to laceration of part or 
the whole. It would require too much time to re- 
fer to all of these in this short paper; so we will 
discuss only three varieties: non-infected, infected 
and perforating injuries. 

Non-infected wounds are those simple ones 
which, properly cared for, will heal and leave the 
eye in good condition, without having endangered it. 

Infected wounds comprise those which are in- 
oculated at the time of the injury with some path- 
ogenic organism, such as may cause loss of sight 
and. sometimes destruction of the globe. 

Perforating wounds are those that pass through 
the substance of the cornea and into the anterior 
chamber of the eye. Such wounds may be either 
non-infected or infected. 

The treatment of uncomplicated non-infected 
wounds of the cornea is very simple, the only thing 
necessary being the removal of any existing for- 
eign body from the eye, a thorough disinfection of 
the wound, and the use of some simple wash for 
a short while. If the injury has been inflicted with 
some infected object, things assume a more se- 
rious aspect, for you must not only remove any 
foreign body that may be present and thoroughly 
disinfect the wound, but also resort to some means 
to destroy any germs that may have escaped the dis- 
infection of the eye when the case is first seen. One 
of the best ways of thoroughly disinfecting such an 
infected injury and at the same time putting it in 
good shape for prompt healing is by making a light 
application of tincture of iodine to the wound. This 
is painful, but it is the most effective disinfectant 
that we have, and by making a small mop, putting 
only a small amount of the tincture on it and let- 
ting it dry somewhat before applying it to the eye 
so there will be no excess, the pain will be very 
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much lessened. The use of cocain helps somewhat, 
but does not prevent the pain entirely. If any ex- 
cess of the tincture be present, it may be washed off 
in a few seconds, but it is usually preferable, by 
holding the eye open for a short while, to let it dry 
on the wound, as it seems to exert a more thorough 
disinfectant action as well as being more stimulat- 
ing to a healthy growth of the new corneal tissue. 
This should be followed by application of some 
good antiseptic to the eye at frequent intervals by 
.the patient or nurse. For this purpose I know of 
nothing that excels argyrol in 25 to 50 per cent, 
solution. This possesses the additional virtue of 
being practically painless if a fresh solution be 
used, and consequently will be applied more faith- 
fully than a remedy that is painful. 

It is often necessary to dilate the pupil with atro- 
pin in these conditions as it prevents iritis, relieves 
tlie ciliary congestion, and renders the eye more 
comfortable, and I cannot but believe it helps to 
prevent serious infection of the deeper structures. 
Many times have I noticed that almost as soon as 
the atropine had been dropped into the eye, the cor- 
nea seemed to lose its misty appearance, and in a 
few hours the conditions for prompt and complete 
recovery seemed much more favorable. In these 
cases I am very partial to hot applications to the 
eye every three or four hours. These should be 
of sterile water as hot as can be borne comfortably, 
which may or may not have some mild antiseptic 
in it. Frequently it is thought best to cauterize 
these wounds with carbolic acid or the actual cau- 
tery. Cocainize the eye, of course, before this is 
done and there is very little pain connected with it. 
Perforating wounds of the cornea include the most 
serious injuries of that part of the eye, because in 
their treatment from the nature of the case we 
often have to take into consideration the other 
ocular structures. The iris is very often caught be- 
tween the lips of the wound and has to receive at- 
tention. Again the injury may cause some damage 
to the lens that must of necessity be cared for. The 
simplest forms of perforating wounds of the cor- 
nea require only cleanliness, dilatation of the pupil 
with atropin, and a bandage to keep the eye quiet 
and to assist in coaptating the edges of the wound. 
If the intra-ocular pressure is so great as to cause 
the iris to protrude and be caught between the 
edges, we must first replace the iris intact, or if 
that be impossible, clip off the entangled part so 
that we can get it out of the wound. If the agent 
that caused the wound is infected, then we must 
use extra precautions to prevent the formation of 
pus or infection of the other structures of the eye. 



In this connection, I would say that in these con- 
ditions where there is danger of general infection 
I like to irrigate the eye quite often, say every two 
or three hours, with a weak bichloride or carbolic 
acid solution. I have been surprised on more than 
one occasion at the amount of pus that the eye 
could safely take care of, provided that we pre- 
vented any later outside infection from making mat- 
ters more serious. If we could see most of these 
cases in time we could prevent much of this infec- 
tion, but a great many of them are not seen by the 
ophthalmologist, for various reasons, until it has 
already been set up. It may happen that pus has 
already formed in tfie anterior chamber and all your 
irrigating and other treatment fails to cause its dis- 
appearance or even a reduction in quantity, but each 
day you find the eye looking a little redder, the 
hypopyon a little larger, and possibly the pain a 
little greater. Under these circumstances I know 
of nothing so apt to help matters as to make an 
incision in the cornea, at the lowest part usually, 
thoroughly wash out all pus from the anterior cham- 
ber, and fill the eye with a 50 per cent, solution of 
arg>Tol. This, followed by the usual line of anti- 
septic treatment and regular irrigation of the eye. 
will nearly always bring about permanent arrest of 
pus formation and with proper general tonic treat- 
ment should result in complete restoration. This 
does not necessarily mean that visicm will be good, 
for you may have no return of vision at all, but if 
the injury goes no deeper than the anterior cham- 
ber there should, and very probably will be vision. 
Sometimes the injury to the cornea may be of such 
a nature from its length, breadth or otherwise that 
you cannot count on the edges of the wound being 
brought together, or in case they come together you 
may have trouble in keeping them in apposition by 
a bandage or any other means that your ingenuity 
might originate. Stitches might be used to coapt 
the edges, but in the cornea they are never very 
satisfactory; besides each needle puncture in the 
cornea leaves a small opaque spot that remains for 
life. It is possible to overcome this difficulty oc- 
casionally by suturing a strip of conjunctiva over 
the wounded area of the cornea, thus preventing 
infection as well as exerting sufficient pressure to 
prevent gaping of the wound by something that will 
not be displaced until you are ready for its removal. 



Simple divulsion will sometimes cure a case of 
hemorrhoids. 

Divulsion may be done under local anesthesia by 
means of the infiltration method with one-fifth of 
one per cent, cocain. — Dr. Jerom^ WagnetL 
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Treatment of Malignant Tumors with Meso- 
thorium and Thorium. — According to Professor 
V. Czemy and Dr. A. Cann (Munch, med. Woch- 
ensch.. No. 14, 1912) these preparations are at 
least equal in diiciency to radium, and from their 
experiments it seemed that their superficial action 
was even more marked. For this reason they ap- 
pear to be superior to radium in the treatment of 
superficial cancers, angiomata, lupus, or keloids, 
while their effect upon tumors as determined by 
microscopical examination was similar. The best 
results were obtained in lupus and angiomata, which 
subsided rapidly, though carcinomata and sarcomata 
were more refractory. Mesothorium, however, is 
not to be regarded as a specific against cancer, but 
as a very serviceable local remedy in combination 
with other treatment. Altogether 125 cases were 
treated including 85 carcinomata, 12 sarcomata, 8 
lympho-sarcomata, i endothelioma, 6 angiomata, 
and 8 tuberculomata. In 19 of 32 cases of recur- 
rent cancer of the breast distinct subjective and ob- 
jective improvement could be noted. Thorium X 
was tested in only 36 cases, comprising 31 of cancer 
and 5 of sarcoma, being introduced either into the 
tumor, administered intravenously, or used in both 
ways. The intravenous administration sometimes 
caused unpleasant constitutional effects and fre- 
quently local reaction consisting of redness, sensi- 
tiveness, and swelling of the growth, foUowel by 
shrinking and hardening. Direct introduction of 
the rem^y into the tumor was generally well toler- 
ated and usually gave rise to more or less hardening 
of the mass. Although the time is too short to per- 
mit of positive deductions Czemy states that in . 
40 to 50 per cent, of the cases a beneficial effect 
upon the growth was observed, particularly from 
mesothorium. 



Gastroenterostomy in Ulcer of the Stomach. — 
Dr. A. Kocher (Munch, med, Wochensch,, No. 19, 
1912), in a paper read before the last meeting of 
the German Surgical Society, reported 80 cases of 
undoubted gastric ulcer treated in his clinic for the 
last three years. A differential diagnosis between 
ulcer and cancer was made with the Gluzinski test, 
which proved very valuable. In 70 cases gastroen- 
terostomy was performed, but radical operation in 
only 10. The mortality from the former was i per 
cent.; from the latter 10 per cent. The after-his- 
tory could be traced in 50 cases, with the following 
results: There were insignificant disturbances in 
10 and an unsatisfactory outcome in 2 instances. 
One patient had to be laparotomized again and 2 
died of cancer, while 50 were restored to perfect 
health. Hyperacidity never developed after the op- 
eration. Roentgen examination at a later period 
showed that the anastamotic opening was chiefly 
utilized in the passage of food,, this being responsible 
for the healing of the ulcer and the removal of the 



disturbances. The operation also appears to act as 
a preventive of cancer, which occurs in a very small 
percentage of cases, this being probably due to the 
removal of the hyperchlorhydria. All ulcers show- 
ing suspicions of cancer should be treated radically. 

Simplified Operation for Congenital Wryneck. 
— Dr. C. M. Jacobs (Med. Council, July, 191 2) rec- 
ommends after the third year of birth tenotomy 
performed in the following manner: i. A sand 
bag is placed beneath the neck of the nonaffcct- 
ed side, which puts the contracted tissues on the 
stretch. 2. A vertical incision, three-quarters of an 
inch in length, is made between the two heads of the 
stemo-cleido-mastoid muscle, to within one-half 
inch of the clavicle. 3. The incision is made through 
the skin and platysma muscle, exposing the sheath 
of the stemo-mastoid muscle. 4. The more con- 
tracted tendinous head of the muscle is then made 
to present in the wound, and a grooved director is 
passed beneath, upon which the tendon is com- 
pletely divided. 5. The other tendinous head will 
now stand out as a tense band, which is likewise 
made to present in the wound and is divided. 6. 
Introduce the finger into the wound and search for 
various muscular or aponeurotic bands, which 
should be cut. 7. Be careful not to injure the an- 
terior jugular vein behind the sternal head, nor the 
external jugular and subclavian veins behind the 
clavicular head. 8. Close the skin incision with in- 
terrupted sutures of fine chromic catgut, without 
drainage. 9. Apply sterile dressing. 10. The head 
and chin are maintained in the overcorrected posi- 
tion by a plaster-of-Paris cast extending to the pel- 
vis. II. The cast, unless soiled or broken, is not 
removed for ten or twelve weeks. 



Surgery of the Thymus Gland.— Dr. Charles H. 
Mayo states that there is a lack of uniformity in 
opinions as to what constitutes a persistent thymus. 
It has been shown that a decision should not be 
made on macroscopic examination alone, but that 
a microscopic investigation is also essential. The 
effect of previous infective diseases on the structure 
of the thymus is an important consideration in de- 
termining the normal. It is held that an enlarged 
thymus is commonly associated with goiter, and that 
this condition is responsible for many of the post- 
operative deaths. It has also been stated that many 
of the deaths from anesthesia are due to an en- 
larged thymus in association with a "status lymph- 
aticus." From the series of deaths following oper- 
ation for exophthalmic goiter in the Mayo clinic 
this view of the importance of the thymus is not 
supported. In some of the cases the tihymic struc- 
ture proved to be nothing more than a vestige, and 
but one case gave evidence that the thymus was a 
factor in the death. The treatment indicated for an 
enlarged thymus which is producing symptoms is 
thymectomy. The operation is not difficult, as a 
rule, and the only evil consequences which have fol- 
lowed it have been due to sepsis or other complica- 
tions, and not to the operation itself. 
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Duodenal Ulcer. — Professor August Bier 
(Deut med, Wochen,, Nos. 17 and 18, 1912) has 
operated upon 23 cases of duodenal ulcer in the last 
four and one-half years, which is a very small num- 
ber compared with that treated by English and 
American surgeons. He believes, however, that the 
disease is much more frequent in Germany than the 
reports would indicate. The operation of choice in 
Bier's clinic was posterior gastroenterostomy with 
short coil if considerable stenosis was present. If 
the latter condition, however, was absent or if hem- 
orrhages existed, it was considered necessary also to 
occlude the pylorus. Among the various proced- 
ures for this purpose good results were obtined by 
application of strong catgut or silk thread about the 
pylorus or the portion of the stomach immediately 
in front, which had been previously crushed with the 
Doyen ecraseur down to the serosa, this being fol- 
lowed by a circular suture. The stenosis thus se- 
cured proved sufficiently tight to cause the greater 
part of the stomach contents to pass through the 
gastroenterostomy opening. 

Operative Treatment of Postpartum Hemor- 
rhages. — Dr. E. Kehrer (Munch, med. Wochen., 
Xo. 16, 1912) in a case of severe atonic hemor- 
rhage successfully employed the following proced- 
ure : The abdominal cavity was opened by a short 
longitudinal incision and the uterus drawn out. An 
assistant quickly constricting with the hands the 
isthmus region and the uterine and spermatic ar- 
teries, a double silk thread was inserted first on one 
side and then on the other from below upwards 
through the fascia, parietal peritcmeum near the up- 
per angle of the wound, and the parietal peritoneum 
and fascia in the lower portion of the abdominal 
incision. By tying this double thread the round lig- 
aments, uterine vessels, lateral portion of the cer- 
vix, infundibulo-pelvic ligaments and spermatic ves- 
sels were secured, while all the lateral vessels of the 
internal genitals were ligated with a thick ligature. 
By means of a third and fourth suture at the lower 
and upper angles of the wound the anterior and 
posterior wall of the cervix was fixed to the peri- 
toneum and fascia, except a small place which later 
was closed with catgut. The fundus was removed 
with Paquelin or knife, and the cutaneous incision 
closed by the application of Michel's clamps. The 
operation could be quickly done, only three minutes 
being consumed in applying the lateral ligatures and 
only ten in the entire procedure. During the ab- 
dominal incision the median basilic vein was ex- 
posed by an assistant, and immediately after ligation 
of the two lateral uterine ligaments an intravenous 
saline infusion of about 1,000 c.cm., with addition 
of 0.4 synthetic suprarenin, was given. 

Traumatic Lacerations of the Urethra. — Dr. W. 

^lerkens {Dent. mcd. IVochcnsch., Xo. 22, 1912) 
urges early operation in cases of urethral laceration 
as the result of violence to the perineum by blunt 
objects, even where the catheter can be introduced 
more or less easily. His objections to conservative 
treatment are: (i) that the injury is frequently 
much more severe than the first examination seems 



to show; (2) the retention catheter does not pre- 
vent urethral inflammation and may even encour- 
age its development; (3) in the moderately severe 
cases in which an expectant plan is pursued after 
introduction of the retention catheter, it is often 
necessary to operate early for inflammatory compli- 
cations ; (4) when done immediately after injury the 
operation is simpler as the proximal urethral stump 
can be more readily found than later when inflam- 
matory changes have occurred. 

New Treatment for Varicose Ulcers. — Dr. Ste- 
phan (Med. Klinik, No. 13, 191 2) suggests the fol- 
lowing method, which has given good results in his 
own practice and that of a number of others : The 
affected leg is elevated at an angle of about 45 de- 
grees, the knee not being completely extended, with 
the upper portion of the body in the horizontal po- 
sition. The ulcer is then cleansed and covered with 
clean gauze or linen, after which an Esmarch ban- 
dage is applied to the leg from the toes upward. 
This is quickly removed, the ulcer dressed and a 
bandage applied, over which an elastic stocking is 
drawn. Through the firm compression by means of 
the Esmarch the dilated capillaries and venous rad- 
icles, as well as the tissues and lymph channels, are 
freed of products of stasis and are enabled to take 
up fresh material from the arteries, in consequence 
of which the base and margins of the ulcer are bet- 
ter nourished and healing thus promoted. The 
presence of recent thrombosis or inflammatory prod- 
ucts contraindicates this procedure. 

The Surgical Use of Silver Wire.— Dr. O. von 

Frisch (Arch, /. klin. Chir., Bd. 97, Hft. 4, 1912) 
considers silver the material of choice for buried 
wire sutures only in such regions of the body as are 
not subjected to strain from muscular contractions. 
For sutures of the patella aluminum wire is to he 
preferred. In a case observed by the author chronic 
ileus resulted from the tearing of silver wire su- 
tures used to coaptate the muscles and fascia in an 
operation for radical cure of umbilical hernia per- 
formed eighteen years before. The fragments of 
the wire projecting into the peritoneal cavity pro- 
(hiccd irritation during movements of the abdomen 
and peristalsis of the small intestine, thus leading to 
formation of adhesions and later to ileus. 

lodochromic Catgut. — Dr. M. Cladius (Deut. 
med. JVochensch., No. 22, 1912) points out that for 
suturing muscles and fascia where iodin catgut is 
unsuitable o\ving to its rapid absorption, this objec- 
tion may be obviated by subjecting it also to the in- 
fluence of potassium bichromate. The procedure 
recommended is as follows : Raw catgut, without 
any previous preparation, is wound upon a glass 
spool and immersed in a watery solution of iodin, 
potassium iodide and potassium bichromate, i per 
cent, of each. After a week the suture is trans- 
ferred to a watery solution of iodin and potassium 
iodide, one-half of one per cent, each, in which it is 
preserved ready for use. If a still less absorbable 
catgut is desired all that need be done is to leave 
it two weeks instead of one in the iodin and bi- 
chromate solution. 
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Tincture of lodin Disinfection.— Dr. F. Brun- 
ing (Zentbi f, Chir,, No. 19, 1912) made the curi- 
ous observation that while in hundreds of cases in 
which he had used a 10 per cent, tincture of iodin 
infection never was observed, he witnessed such an 
occurrence within eight days after resorting to a 5 
per cent, solution. As the resulting infection was 
of a severe character, he has since returned to the 
ID per cent, tincture. 

Surgical Treatment of Ascites. — Dr. J. Mohr 
{Deut. Ztschr, f, Chir., Bd. 114, Hft. 1-3) has 
treated three cases of ascites, two due to malarial 
cirrhosis of the liver and one to syphilis, by meaijs 
of nephropexy, according to the method of Omi. The 
chief point in this procedure is to suture a suffi- 
ciently long portion of omentum to the displaced 
kidney. Decapsulation is inadvisable. The left 
kidney is preferable, because its pedicle is longer 
than that of the right. In one of the three cases the 
results were very satisfactory. 

Perforation of the Uterus. — Dr. J. Halban 
(ZtbL f, Gyn'dk,, No. 16, 1912) has placed on record 
seven cases of perforation of the uterus requiring 
laparotomy. In six cases this accident occurred dur- 
ing pregnancy; in five it was due to the use of the 
curette or forceps. The author considers laparot- 
omy always indicated in cases in which the perfo- 
ration has been made by a forceps-like instrument, 
because it is impossible to tell what damage it may 
have done in the abdominal cavity, especially to the 
intestine. On the other hand, if the perforation has 
been produced by the curette a more conservative at- 
titude may be adopted, although the surgeon should 
be ready to operate if inflammatory symptoms man- 
ifest themselves. Hysterectomy is indicated if the 
uterus has been markedly lacerated, especially if the 
cervix is involved and the parametrium infiltrated 
with blood, the intestine injured, or the wound di- 
rectly infected by intestinal contents. 

Icetongs Extension in Simple Fracture of the 
Femur. — Dr. J. Ransohoff (Lanc-Clin., Aug. 17, 
1912) has resorted to this method in four recent 
cases in which the ordinary extension had failed. 
The points of the icetongs are driven tightly into 
the condyles above the level of the adductor tuber- 
cle. A light anesthesia suffices for this, and the au- 
thor is sure that it could be done under local anes- 
thesia. The limb is then placed on a double in- 
clined plane and a weight extension of from twenty 
to thirty-five pounds applied over pulleys. The 
point of the tongs need not be driven in more than 
a fraction of an inch, because the traction of the 
weight will hold them and keep them from slipping. 
From time to time it is perfectly feasible by this 
method to make x-ray examinations. A single ad- 
vantage of this method of treatment lies in the fact 
that from the third or fourth day after the icetongs 
have been applied, passive movements of the knee 
can be instituted and the time of restoration of func- 



tion thereby very materially shortened. In only one 
of the cases was the weight extension by means of 
icetongs very painful for forty-eight hours. In one 
case, although the shortening was overcome, it was 
necessary to do a plating operation five weeks after 
the accident. This method of extension is not pro- 
posed for universal use, nor to supplant ordinary 
extension or bone plating, but as a means of ob- 
taining satisfactory results in simple fractures of 
the femur by those who are not skilled in difficult 
technical operations. 

Conservative Treatment of Giant-Cell Sar- 
coma. — In an important paper (An. of Surg., 
Aug., 1912) Dr. J. C. Bloodgood states that up to 
present time there is no proof that giant-cell sar- 
coma ever metastasizes. Conservative treatment is 
justifiable. In some localizations of the tumor, cu- 
retting should be the operation of choice, but where 
resection in continuity does not interfere with func- 
tion it should be given preference. Curetting is 
justifiable to preserve function, even when condi- 
tions suggest a great probability of recurrence; it 
has succeeded when the entire lower end of the 
femur was involved. Among 26 cases subjected to 
curetting there were 5 recurrences: one has re- 
mained well after a second curetting; three after 
resection, and one after amputation. The author is 
confident that the number of successful cases of 
curetting will depend chiefly on the number of at- 
tempts. Primary resection was resorted to in 22 
cases: one recurred and was cured by amputation. 
After curetting or resection the wound should be 
disinfected with pure carbolic acid followed by al- 
cohol or chloride of zinc solution. The operation 
should be always done, if possible, under an Es- 
march. Bone transplantation after curetting, which 
was first suggested and practised by Bloodgood, 
will, he thinks, grow in value as we attempt curet- 
ting more frequently. It is not necessary to trans- 
plant bone at the primary operation unless a single 
bone like the humerus or femur is divided in its con- 
tinuity. In simple cases, however, the transplanta- 
tion may be performed at the same time. It is sim- 
pler, when possible, to get the bone for filling the 
defect by splitting the bone which has been resected. 
This can be accomplished through a single wound. 
When this cannot be done on account of the large 
defect, the upper third of the fibula can be removed 
without injury to the function of the limb, or large 
pieces may be chiselled from the tibia without de- 
stroying the continuity of the bone. In every case 
in which the x-ray shows a medullary shadow the 
urine should be examined for Bence- Jones bodies; 
the latter indicate the presence of a mutliple myelo- 
ma or metastatic cancer. A positive diagnosis of 
either a bone cyst or a giant-cell sarcoma cannot be 
based upon x-ray examination, but must be made at 
the exploratory incision. The less experienced sur- 
geon should always aid himself with a frozen sec- 
tion. In the author's opinion the term "giant-cell 
sarcoma" should be replaced, at least temporarily, 
by the designation, "giant-cell tumor," as it gives 
a wrong impression of the malignancy of the lesion. 
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Abdominal Tumors of Tuberculous Origin (Med. Rec., Aug. 10, 

1912). A. C. Wiener, Chicago. 
Abortive Treatment of Acute Gonorrh&il Epididymitis (Jour.-Lanc, 

Aug. 1, 1912). O. Owre, Minneapolis. 
Acute and Fulminant Toxemia, the Treatment of (Surg., Gyn. and 

Obst.. Aug., 1912). E. P. Davis, Phila. 
Acute Epididymitis Produced by Muscular Strain (Brit. Med. Jour., 

July 6, 191)8). J. W. G. Grant, Cardiff. 
Acute Epiphysitis (Brit. Med. Jour., July 20, 1918). C. M. Ken- 
nedy, London. 
Acute Hematogenous Infection of One Kidney in a Person Appar- 
ently Wcfi (An. of Surg., Aug., 1912). " G. K. Dickinson, 

Jersey City. 
Acute Osteomyelitis of the Jaw (Jour. A. M. A., Aug. 10, 1912). 

W. W. Babcock. Phila. 
Acute Unilateral Infection of the Kidney (.\n. of Surg., Aug., 1912). 

F. W. Rinfccnbergcr, Tacoma, Wash. 
Adherent Hernias of the Large Intestine (An. of Surg., Aug., 1912). 

J. L. Ransohoff, St. Louis. 
Anesthesia by the Intratracheal Insufflation of Ether (Brit. Med. 

Jour., July 20, 1912). R. E. Kelly, Liverpool. 
Aneurysmorrhaphy (Matas), Further Experience with. A Report of 

Eight Cases (Jour. A. M. A., July 27, 1912). J. H. Gibbon, 

Phila. 
Appendicitis in Childhood (Am. Jour. Dis. Chiidr., Aug., 1912). 

R. S. Fowler, Brooklyn, N. Y. 
Appendicitis in Private and Public Hospitals for the Insane (Brit. 

Med. Tour., July 20, 1912). J. F. Briscoe, Alton, Hants, Engl. 
Appendicular Dyspepsia of Insidious Onset with Little or No Focal 

Symptoms (Ain. Jour, of Surg., Aug., 1912). H. Barclay, New 

York. 
Bismuth Paste, its Uses in Surgery (N. Y. S. Jour. Med., Aug., 

1912). E. G. Beck, Chicago. 
Cancer, an Experimental Study of the Treatment of, with the Body 

Fluids (Jour. A. M. A.. Aug. 17. 1912). E. J. Ill, W. D. 

Minningbam, Newark, N. J. 
Cancer of the Rectum and Rectosigmoid, the Radical Operation for 

(An. of Surg., Aug., 1912). W. J. Mayo, Rochester, Minn. 
Cancer of the Stomach (Jour. Mo. S. M. A., Aug., 1912). J. F. 

Binnie, Kansas City. 
Canc*er of the Tongue, the Operations for (Brit. Med. Jour., July 20, 

1912). W. G. Spencer. 
Cancer of the Uterus, Primary and End Results of 61 Radical Ab- 
dominal Operations for (Surg., Gyn. and Obst., Aug., 1912). 

R. Peterson, Ann Arbor, Mich. 
Cancer, Uterine, the Prognosis in Radical Abdominal Operation for 

(Surg., Gyn. and Obst., Aug., 1912). F. J. Taussig, St. Louis. 
Carcinoma of the Cervix Uteri, the Radical Abdominal Operation 

for, with Report of 28 Cases (Surg., Gyn. and Obst., Aug., 

1912). H. C Taylor, New York. 
Celluloid Splints, the Use of, in the Treatment of Cases of Polio- 
myelitis (Lancet, Julv 13, 1912). F. E. Batten, London. 
Chronic Cystitis of the Trigone and Vesical Neck (Surg., Gyn. and 

Obst., Aug.. 1912). E. Garceau, Boston. 
Chronic Infectious Diseases of the Lung, the Surgery of (Jour. A. 

M. A.. July 27, 1912). S. Robinson, Boston. 
Chronic Joint Disease, the Pathology and Classification of (Jour. A. 

M. A.. Aug. 17, 1912). L. VV. Ely, Denver. 
Chronic Ulcer of the Stomach and Duodenum, Treatment of, by 

Gastrojejunostomy, with a Report of 72 Consecutive Cases 

Operated on More than Two Years ago (Lancet, July 13, 1912). 

J. Sherren, London. 
Chronic Unopened Empyema (Jour. A. M. A., July 27, 1912). E. 

M. von Eberts, Montreal. 
Cleft Palates: With Special Reference to the Qosing of a Surgical 

Cleft by the Use of a Dental Appliance (Jour. A. M. A., Aug. 

10, 1912). H. S. Haslctt. Pitt^urgh. 
Compound Fractures (Buf. Med. Jour., Aug., 1912). T. Wright, 

Buffalo. 
Constipation and Headache in Women; a Study in Etiology and 

Diagnosis (Jour. A. M. A., Aug. 3, 1912). C. A. L. Reed, 

Cincinnati. 
Direct Gastroduodenoscopy, the Value of, in Affections of the Stom- 
ach and Duo<ienum (An. of Surg., Aug., 1912). T. Rovsing, 

Copenhagen. 
Diverticula of the Gastrointestinal Tract: Their Surgical Impor- 
tance (Jour. A. M. A., July 27, 1912). C. H. Mayo, Rochester, 

Minn. 
Duodenal Perforation, Five Cases of (Lancet, July 13, 1912). 

D'Arcy Power, London. 
Ectopic Gestation (Pa. Med. Jour., Aug., 1912). S. D. Molyneux, 

Sayre, Pa. 
Electrical Desiccation as an Adjuvant to Surgery, with Special Ref- 

erencte to the Treatment of Cancer (Surg., Gvn. and Obst., 

Aug.. 1912). W. L. Cark, Phila. 
Extended Abdominal Operation for Carcinoma Uteri (Am. Jour. 

Obst., Aug.. 1912). E. Wertheim, Vienna. 
Extension Apparatus, the Usefulness of, in the Treatment of Frac- 
tures of the Lower Extremity (Surg., Gyn. and Obst., Aug., 

1912). W. Hessert, Chicago. 
Extrauterine Pregnancy, a Plea for the Early (Preperforative) Diag- 
nosis of (Pa. Med. Jour., Aug., 1912). P. G. Skillern, Jr., 

Phila. 
Fistula in Ano, the Mackenzie Operation for (St. Paul Med. Jour., 

Aug., 1912). H. P. Ritchie, St. Paul. 
Fiat-Foot (Jour. Ind. S. M. A., Aug. 15, 1912). B. P. Weaver. 

Ft. Wayne, Ind. 
Foramitti's "Tubulization" Method of Nerve Suture, with Report 

of a Case (Charl. Med. Jour., Aug., 1912). G. Torrance, Bir- 
mingham, Ala. 
Fractured Bones Treated by Protruding Wires and Nails, with 

Illustrative Cases (Indianap. Med. Jour,, Aug., 1912). H. K. 

Allen, Indianapolis. 



Fractures and Dislocations, Operative Treatment of (Jour. A. M. 
A., Aug. 3, 1912). W. Darrach, New York. 

Fractures oi Long Boii*es. Treatment of (Canad. M. A. Jour., Aug., 
1918). R. J. Mahion. 

Gastric and Duodenal Ulcer. Surgical Treatment of (Jour. Mo. S. 
M. A., Aug., 1912). W. Bartlctt, St, Louis. 

Gastrocoloptosis, Its Pathologic Significance and Its Surgical Treat- 
ment (Tour. A. M. A., Aug. 8. 1912). T. Rovsing, Cx>pen- 
baeen, Denmark. 

Giant Cell Sarcoma, the Conservative Treatment of, with the Study 
of Bone Tran8i>lantation (An. of Surg., Aug., 1918). J. C. 
Bloodgood, Baltimore. 

Gynecologic Pelvic Drainage (Jour. A. M. A., July 27, 1918). J. 
W. Bov6e. Washington, D. C. 

Harelip and Cleft Palate, Notes on Operations for (Va. Med. Semi- 
Mo., Aug. 28, 1912). J. S. Horsley, Richmond. 

Hemorrhoids, the Oflke Treatment of (.Vm. Jour. Surg.. Aug., 1912). 
L. F. Watson, Oklahoma City. 

Hyperthyroidism: Its Treatment (Canad. Pract., Aug., 1912). W. 
J. Macdonald, St. Catharin<e, Can. 

Hypophysis Cerebri, Experimental Surgery of the (Calif. S. Jour. 
Med., Aug., 1912). H. E. Castle, A. L. Ryfkogel, San Fran- 
cisco. 

Hypophysis. Surgery of the, with Special Reference to the Endo- 
nasal Method of Hirsch (Med. Rec., Aug. 17, 1912). I. W. 
Voorhees. New York. 

Ice Tongs Extension for Simple Fracture of the Femur (Lanc- 
Clin., Aug. 17, 1912). T. Ransohoff, Cincinnati. 

Improved Operation for Prolapsus Uteri, with Report and Results 
(Tex. S. Jour. Med., Aug., 1912). C. S. Venable, Antonio, 
Tex. 



Indications for and the Type of Operation to Select in the Tox- 
emia of Pregnancy (Surg., ^ . -v. . . 
O. Polak, Brooklyn, N. Y. 



Gyn. and Obst., Aug., 1912). J. 



Inguinal Hernia, Observations on (Va. Med. Semi-Mo., Aug. 9, 

1912). L. Sexton, New Orleans. 
Injuries to the Spinal Cord (Atl. Jour.-Rec. Med., Aug., 1912). 

F. K. Boland. Atlanta. 
Internal Hemorrhoids, the Treatment of, by the Operation of Ex- 
cision (Pa. MJed. Jour, Aug., 1912). H. D. Beyea, Phila. 
Intractable Constipation Treated by Operation (Lancet, July 20, 

1912). P. Lockhart Mummery. London. 
Lane Bone Plates, Further Experimental Work Bearing on the 

Value of (Jour. A. M. A., Aug. 8, 1918). W. Bartlett, St. 

Louis. 
Malformations of the Kidney (Med. Herald, Aug., 1918). D. N. 

Eisendrath, Chicap;o. 
Neuralgia of the Testicle Caused by Adhesions (N. Y. Med. Jour., 

July 27, 1912). E. G. Ballenger, O. F. Elder, Atlanta. 
Phenolsulphonphthalein Test in Surgery of Genitourinary Tract 

(Am. Jour. Urol., Aug., 1912). L. E, Schmidt, H. L. Kietsch- 

mer, Chicago. 
Preoperative Treatment of Acute Abdominal Lesions (Am. Jour. 

Surg., Aug.. 1912). W. F. Campbell, Brooklyn, N. Y. 
Preservation of Tissues and its Applications in Surgery (Jour. A. 

M. A., Aug. 17, 1912). A. Carrel. New York. 
Prolapse of the Uterus (Surg., Gyn. and Obst., Aug., 1912). J. M. 

Baldy, Phila. » •• /J 

Prostatectomy, Stovaine Spinal Anesthesia as an Aid to (Am. Jour. 

Derm., Aug., 1912). F. Kidd, London. 
Pyelitis, Treatment of, with Report of Nine Cases (Am. Jour. 

Derm., Aug., 1912). P. T. (ieyerman, Hot Springs, S. D. 
Picric Acid as a Skin Disinfectant (An. of Surg., Aug.. 1912). O. 

W. H. Mitchell, Columbia, Mo. • » -• . 

Pott's Disease of the Spine, an Operation for (Jour. A. M. A., 

Aug. 10, 1912). R. A. Hibbs, New York. 
Problems of Pelvic Surgery (111. Med. Jour., Aug., 1912). G. de 

Tamowsky, Chicago. 
Relation of Pelvic Disease in Women to Mental Disturbances (N. V. 

Med. Jour., Aug. 3, 1912). E. A. Schumann, Phila. 
Removal of an Intrathoracic Thyroid Tumor (Lancet, July 6, 1918). 

C. B. Lockwood, W. D. Harmer, London. 
Renal Tuberculosis (Med. Herald, Aug., 1918). L. W. Bremcr- 

man, CHiicago. 
Renal Tuberculosis, Observations on the Diagnosis of, the Indica- 
tions for Nephrectomy in its Treatnifent, and the Technic of 

Operation (An. of Surg., Aug., 1918). P. M. Pildicr, Brook- 
lyn, N. Y. 
Repair of the Relaxed Vaginal Outlet (Va. Med. Semi-Mo.. Aug. 9, 

1912). S. M. Michaux, Richmond. 
Roentgen Rays, the Value of, in Diagnosis of Kidney Disease (Atl. 

Jour.-Rec. Med., Aug., 1912). J. S. Derr. Atlanta. 
Sarcoma of the Vagina (Jour. A. M. A., Aug. 17, 1918). P. B. 

Bland, Phila. 
Subperiosteal Hematoma (Brit. Med. Jour., July 13, 1912). P. P. 

Cole, London. 
Surgery of the Colon (Northw. Med., Atig., 1919). A. E. Rockey. 

Portland, Ore. 
Surgery of (he Large Bowel, Personal Experience in (Lancet. Julv 

27, 1912). F. T. Paul, Liverpool. ' 

Surgical Kidney (Med. Herald, Aug., 1912). A. C. Stokes, Omaha. 
Three-Step Operation in Tumors of the Sigmoid and Colon (Therap. 

Gaz., Aug. 16, 1912). J. P. Tuttle, New York. 
Thrombophlebitis of the Left Leg (Jour. A. M. A., Aug. 10, 1918). 

H. D. Kistler, Butte. Mont. 
Torsion of the Testicle, the Etiology of (Brit. Med. Jour.. July 6. 

1912). R. W. Murray. J * J J 

Traumatic Rupture of the Diaphragm with Other Injuries; Oper- 
ation; Recovery (Bost. M. and S. Jour., Aug. 8, 1918). F. J. 

Cotton. Boston. 
Tumors of the Small Tntestinte (Jour. A. M. A.. July 87. 1912). 

W. D. Haggard. Nashville. 
Undescended Testicle (Clevel. Med. Jour., Aug., 1912). V. C. 

Rowland. Cleveland. 
Use and Abuse of Ligamentum Teres Uteri (Interst. Med. Jour., 

Aug., 1912). F. W. Bailey, St. Louis. 
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A NEW METHOD OF BONE TRANSPLAN- 
TATION FOR UNUNITED FRACTURE. 

By J. J. Buchanan, M.D., Pittsburgh, Pa. 

Fellow American Surgical Association; Surgeon to Mercy 
Hospital. 

Autoplastic bone transplantation for ununited 
fracture has received a remarkable impetus from 
the recent work of Murphy, who uses, preferably, a 
bone dowel taken from another bone and implanted 
in the medullary cavity across the defect. 

The method herewith presented, and which, with 
a slight modification, was successfully used in the 
case cited below, seems worthy of consideration. 







Fig. 8 



It is peculiarly adapted to those cases of non-union 
of the tibia where the position is good and the 
fibula united. 
-A rectangular piece is excised subperiosteally 



from the surface of the bone, taking the whole thick- 
ness of its wall to the medullary cavity. In the 
adult tibia, for instance, this piece should be about 
two and one-half or three inches long and about 
five-eights inch wide. It should be taken from the 
larger and better fragment after the periosteum has 
been lifted and the ends have been refreshed by 
cutting and chiseling out all the cartilaginous or fi- 



Fig. 8 

brous tissue at the site of non-union (a in Fig. i). 
A similar piece of exactly the same width, but 
of only half the length, should be taken from the 
other fragment (fc in Fig. i). The pieces should 
now be transposed, and implanted firmly into the 
groove from which they came (a and b in Fig. 2). 
The result is that a substantial bridge unites the 
two ununited fragments, and this bridge is closely 
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apposed in at least five-sixths of its periphery to 
the main fragments, corresponding portions of com- 
pact bone and medulla meeting each other. 

The only defects remaining are fissures, and the 
entire mosaic is covered by the periosteum, which 
is sutured back into place. The resultant condi- 
tion exactly simulates a fayorable comminuted frac- 
ture without displacement. If the fibula is not 
united, firmness of the limb may be secured by 
plating the fibula or by fixing the bone bridge with 
bone pegs. It is essential, of course, that the gutter 
left by lifting the transplants should have parallel 
sides which present continuous straight lines 
throughout their length, and that the cross sec- 
tions be at right angles with the sides. 



ture of the middle third of both bones of the 1^ in a 
baseball game in a city in Central Pennsylvania. He 
was treated in hospital there for two weeks with a 
fracture box and for two weeks more with a plaster 
cast. At the end of this time the foot was in an 
unfavorable position and the ankle quite stiff. An 



Fig. 4 

The transplants are at present best cut out by 
grooving the outline with a chisel, deepening the 
side grooves into the medulla with a Doyen saw (an 
enlarged model of a Hey saw), and cutting across 
the ends with a chisel. A power saw would be de- 
sirable, but so far has proven unreliable. 

The history of the patient in whose case this oper- 
ation was performed is given below, together with 
x-ray plates. 

History. W. R. W., instructor in an Agricul- 
tural college, a powerfully built man of thirty-four 
years, on June 20, 1908, sustained a closed frac- 



Fiff. 6 

effort to remedy these conditions resulted in break- 
ing up such union as had occurred. A plaster cast 
was again applied, and in eight weeks union result- 
ed with marked deformity. 

The patient spent the next year in trying to use 
the limb and in consulting surgeons. Among others 
he had advice from distinguished and skillful sur- 
geons in Philadelphia and New York, from whom 
he received conflicting opinions as to what should 
be done. He finally came to Pittsburgh where the 
following operations were performed by the writer: 

Dec. 31, 1910. Resection and Replacement of the 
Fragments, Condition present: Angular union, 
with the lower fragment of the tibia entirely pos- 
terior to the upper and distorsion of the lower frag- 
ment. (See Fig. 3.) Incision over both bones at 
the site of fracture. Sufficient bone was chiseled 
off each fragment to permit almost exact apposi- 
tion, after which alignment of the leg was found to 
be satisfactory. Closure without any internal fixa- 
tion apparatus, with limb held firmly with lateral 
plastic splints of plaster-of-Paris. Primary union 
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of the soft parts resulted ; but no bony union of the 
tibia. 

April II, 191 1. Drilling of the Tibia. Fibula 
united. Tibia slightly movable at the site of the 
fracture, with about one-fourth inch of posterior 
displacement of the lower fragment. A drill was 
passed through the skin, and the tibial fragments 
perforated in different directions. Still no bony 
union. 

Sept. 2, 191 1. Resection and Plating of the Tibia 
with Section of the Fibula, The fragments of the 
tibia were refreshed. The fibula was divided with 
the chisel. The tibial fragments were brought into 
exact apposition and held firmly in place with a four 



fragment and one and three-quarters inches of the 
lower. The soft tissue between the fragments was 
removed with a knife and slender chisel, S9 that 
both fragments presented bony surfaces with a 
Space of about one-eighth inch between. 

The surface of the proposed transplants was then 
outlined with a chisel, including two and three-quar- 
ters inches by five-eighths inch above and one and 
one-half inches by five-eighths inch below. The 
side grooves were deepened with a Doyen saw and 
the ends cut with a chisel. The writer is much in- 
debted to his assitant, Dr. John W. Dixon, for effi- 
cient aid in sawing out these transplants — an ex- 
hausting labor. The lower fragment was so brittle 
that this transplant broke transversely at its middle 
while being pried from its bed. The upper frag- 
ment was turned, end for end, and wedged into the 
vacancy with taps of the mallet. One of the small 
fragments was fitted in above and one below. The 
main fragments were thus bridged with a solid piece 
of bone and no vacancy existed except slight crevices 
in the mosaic. 

The periosteum was sewed together with cat- 
gut and the skin with horsehair. Union occurred 
per primam, and the tibia was solidly united in six 
or eight weeks. The x-ray plates shown in Figures 
5 and 6 were made at the end of nine weeks. 



Fig. 6 

hole Lane plate. Primary union of the soft parts 
resulted, but no bony union of the tibia, which was, 
f otmd movable at site of fracture at the end of two 
months (See Fig. 4). 

June 20, 1912. Removal of the Lane Plate and 
Transplantation of Bone by the Method Described 
at the Beginning of this Paper. Solid Bony Union 
in Six Weeks. Incision seven inches long; plate ex- 
posed and removed. Three screws were found 
loose and one firm. The fragments were in perfect 
apposition, and between them a space of about one- 
ei^th inch filled with soft tissue of a cartilaginous 
consistence. The periosteum was split and lifted 
from the inner surface of three inches of the upper 



A SURGICAL PLEA FOR EARLY 
DIAGNOSIS.* 

By Walter Lathrop, M.D., 

Surgeon-in-Chief, State Hospital, Hasleton, Pa, 

In the brief period alloted to this paper, I wish 
to bring to your attention a few things that are 
of interest to the general practitioner as well as 
the surgeon, and while I can .advance no new 
ideas or mention subjects not already familiar to 
this association, yet I believe the importance of 
early diagnosis cannot be overestimated, nor can 
it be too often studied and practiced. 

Just now the stomach and its allied viscera oc- 
cupy a prominent place in the medical world, and 
' the interest shown by many writers and teachers 
has cleared up an atmosphere of doubt and add- 
ed much to our knowledge of the upper abdomen. 

Chronic indigestion should be looked upon in 
most instances as symptomatic of other trouble 
remote from the stomach, as exemplified in gall- 
bladder disease, chronic appendicitis, and, of 
course, in ulcer, gastric and duodenal, and early 
carcinoma. 
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The history in these cases is fairly constant. 
Distress in the region of the stomach, pain vary- 
ing in degree, in location and time of appearance, 
nausea, gaseous eructations, aversion to food of 
certain kinds, and loss of appetite — these are the 
symptoms noticed in most of the so-called cases 
of chronic dyspepsia. Recognizing these facts, it 
is often difficult to make a positive differential 
diagnosis. 

If no history of radiating pains to the right cos- 
tal or right scapular region, with distinct liver 
pain, can be elicited, it is not wise to positively 
diagnose gallstones. If there are no vague, ra- 
diating pains from the umbilicus to the lower 
right abdomen, we cannot say chronic appendi- 
citis. If there is no history of pain occurring 
with regularity after eating, which is relieved by 
taking food or drink, we would not pronounce it 
a case of ulcer. But when we do get a definite 
history of such conditions, it should signify some 
serious derangement of this region, for which 
surgery offers a chance of relief and probable 
cure; decidedly so, when ordinary medical treat- 
ment has availed little or nothing. These gas- 
tric symptoms are too often considered lightly by 
the patient and physician, and passed over with 
symptomatic treatment until advanced disease 
makes known the trouble, often too late. We are 
all aware of carcinoma, following ulcer, but we 
should not wait for a palpable tumor, cachexia, 
and bloody vomit, before urging surgical treat- 
ment. We should not wait for the yellow flag 
of icterus, to tell us of involvement of the gallblad- 
der, and common duct. Nor should we hesitate 
because the patient has not reached middle life; 
within the past month I operated on three pa- 
tients for gallbladder trouble, one nineteen, the 
others twenty-two years of age, and confirmed 
the diagnosis in each case. These gastric dis- 
turbances, in conditions outside the stomach, are 
often reflex, and yet we must remember that the 
pyloric apparatus is influenced by the duodenum 
and by a considerable part of the intestinal tract 
and its derivatives, and affections of these are 
pften manifested by some of the symptoms men- 
tioned. I have seen many patients with indiges- 
tion improved and often cured by the removal of 
the appendix, and the fact that cases have not 
been relieved of distress in the right iliac region 
after appendectomy, only proves that the appen- 
dix alone was not the cause, but that the termi- 
nal four inches of the ileum were overlooked, and 
Lane's kink, or the confining bands of adventi- 
tious peritoneum, were not freed. 



I have not gone into any details regarding the 
gallbladder or appendix, as my chief plea is for 
early diagnosis and operation in that most deadly 
affliction — cancer, and it is along this line that I 
ask your indulgence for a few minutes. 

The wise teachings of such men as Mayo, Dea- 
ver, Rodman, Moynihan, Robson, and many oth- 
ers, has shown us that it is up to the medical 
man, to the general practitioner, to refer these 
suspicious cases to the surgeon earlier, and give 
the patient a chance for prolongation of life and 
often a cure. Rodman has well said that "When 
the time comes that patients with marked gas- 
tric symptoms, who have been treated medically 
*a reasonable time without obtaining relief, are 
subjected to a prompt laparotomy, so that an ap- 
proximately correct diagnosis can be made, the 
cause of gastric surgery will have been enor- 
mously advanced." When statistics show that 
80 per cent, of ulcers and cancers occur at, or near 
the pylorus, it is evident that the one may read- 
ily pass on from benign to malignant. 

Graham, of Rochester, has shown that 50 per 
cent, of carcinomas at the Mayo Clinic gave a his- 
tory of ulcer first, and it is such statistics that 
should make the need of early exploration very 
evident. 

Those of us who have listened to John B. Dea- 
ver, when he hands out his beliefs, right from the 
shoulder, and as no one but Deaver can, will no 
doubt recall his emphasizing "Living Pathology" 
as seen at the operating table rather than at the 
autopsy, and it is to just such men, who teach 
from what they see daily^ who separate facts 
from theory, that we owe the present positive 
place occupied by surgery. Deaver has stated 
that early surgical interference in all but a few 
inaccessible malignant growths would doubtless 
cure them all. 

It is unfortunate that the majority of cases of 
cancer of the stomach have been treated for 
nervous dyspepsia, indigestion, or acidity, and 
when anemia, cachexia, vomiting, or a tumor 
shows something different, it is too late for relief. 

We well know that the early signs of gastric 
and biliary disease are very similar, yet if we 
have a case in which there is loss of appetite, 
aversion to meat, gastric distress, steady loss of 
weight, and anemia we should suspect carcinoma, 
and advise exploratory operation as soon as pos- 
sible. 

Another subject, and one of vast importance, 
is the early recognition of malignant disease of 
the uterus and cervix. My own experience in a 
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large number of operations has convinced me 
that these cases are entirely too often overlooked 
by the medical profession. 

It is unfortunate that many women over forty 
are receiving local treatment for a cervical carci- 
noma, which could be cured by early recognition 
and operation. 

Irregular bleeding, at or near the menopause, 
should always be viewed with suspicion, while a 
foul discharge at this period is a most important 
symptom, and not to be overlooked. I believe 
that the prompt repair of all cervical tears would 
tend to prevent many cases of malignancy, for 
it is well known that these surfaces are favorite 
grounds for the starting of cancer. 

The female breast is another region where 
early diagnosis and radical treatment mean 
much for a cure. Any growth or tumor begin- 
ning near the so-called cancer age should be 
viewed as malignant and treated radically, unless 
the microscope or a frozen section shows other- 
wise; but those of us who have not the oppor- 
tunity of getting prompt examinations micro- 
scopically had better err on the side of removal, 
rather than trust to the chance of a harmless 
growth. I believe absolutely that any success 
in treating carcinoma, whether of the breast, 
stomach, or intestines, depends upon early diag- 
nosis and prompt surgical interference. 

Donald Guthrie in a comparatively recent pa- 
per has presented a very clear description of the 
differential diagnosis between gallbladder dis- 
ease and ulcer and cancer of the stomach. He 
gives four stages in which the gallbladder may 
be involved : 

1. Cases of mild gastric disturbances, distress 
with gas, upward pressure, coming on soon after 
food or at irregular periods, sudden onset eased 
by belching or slight vomiting, and passing away 
almost unnoticed and without treatment. 

2. Cases with more or less prolonged dull pain 
in the epigastrium, right arch, or whole liver 
area. This pain is increased by food, exertion 
and motion. Deep respiration gives pain, and 
when posterior it is often called pleurisy. 

3. The typical gallstone attack, sudden severe 
epigastric pain, radiating to the right, and 
through to the back or scapular region, spasm of 
the diaphragm, nausea and vomiting, and return 
to perfect health. These sudden severe attacks 
with cessation are peculiar to gallstone disease 
when no complications are present, and are often 
called acute indigestion, gastritis or neuralgia of 



the stomach. In this stage the diagnosis is most 
often made. 

4. In this stage, we have chronic gallbladder 
disease with adhesions, contractions, perfora- 
tions, duct obstruction, etc. Here chronic gas- 
tric disturbance predominates and the picture is 
closely related to chronic ulcer. The diagnosis 
depends upon the early history. Ulcer of the 
stomach has definite symptoms, and particularly 
when the pyloric end is involved or the duode- 
num. The chronicity and periodicity of this con- 
dition is not peculiar, neither the degree nor lo- 
cation of the pain, nor gas formation, nausea, 
vomiting or sour eructations. These symptoms 
are common to all forms of chronic dyspeptic 
types of gallbladder trouble, appendicitis and 
cancer. 

The characteristic points are the time the 
symptoms appear, their regularity after meals, 
and the equally ready control by food, vomiting, 
irrigation, etc. "This regularity of symptoms, 
meal after meal, day after day, is hardly ap- 
proached by any other organic or functional con- 
dition." Here again the early history should lead 
to a correct diagnosis. 

In cancer of the stomach Graham, of Roches- 
ter, Minn., has classified the history in three groups : 

1st. Those preceded by a clear and prolonged 
typical ulcer history. 

2nd. Those in which years before the recent 
continuous attack a stomach disturbance had 
been complained of, but in which there had been 
a period of years of perfect freedom from symp- 
toms. 

3rd. Those having no record of a gastric dis- 
turbance until the development of malignant 
signs. 

In the first group, which includes about 50 per 
cent, of the cases, it is impossible to tell just 
when the malignant change takes place, for often 
in the presence of anorexia, marked hemorrhage 
and cachexia, ulcer may be the only lesion found 
at operation. These late conditions should never 
be considered medical, and the patient should get 
relief from the hands of the surgeon. 

In the second and third groups the diagnosis 
is usually made correctly, the patient showing 
cachexia, loss of strength, weakness, anorexia, 
pain, foul vomitus containing food and blood, 
and usually no HCl. 

To summarize these conditions, for diagnosis, 
we may state that the health in gallbladder dis- 
eases does not suffer till complications arise. 

In ulcer, the health varies with the periods of 
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attack. In cancer, we have depression of spirits, 
weakness, paleness, and cachexia, and the course 
is steadily downward. 

The pain in gallbladder disease is sudden, severe, 
and transient. In ulcer, it is clear cut, regular in 
time, and eased by food, returning in a few 
hours. In cancer, it is steady, depressing, and in- 
creased by food. Vomiting in ulcer is regular 
with the pain, is sour and burning in character, 
and gives relief. In cancer, vomiting is delayed, 
is very foul and often contains blood, while re- 
lief is not given. Gas in gallbladder disease oc- 
curs only during an attack. In ulcer it is very 
troublesome. In cancer it is continuous, and in- 
creased by food. 

Corrigan has well said: "Given a case in the 
cancer stage with definite stomach symptoms, 
whatever they may be, having the following qual- 
ities, constant in time, progressive in degree, and 
obstinate in treatment, a surgical diagnosis of 
cancer is warranted. 

"Constant in time. — Ulcer is cyclical, cancer con- 
stant; periods of relief in ulcer, no relief in can- 
cer, night or day; and when this transition ha^ 
taken place cancer has substituted ulcer. 

"Progressive in degree. — ^Ulcer is periodical and 
capricious; cancer progressive; and when this 
progression has been observed for two months, 
or three at the latest, the case should be regarded 
as cancer till the contrary is proven. 

"Obstinate in treatment. — In ulcer fermentation 
with acidity is the capital symptom, but yields 
to treatment. In cancer putrefaction and its 
products predominate and are unyielding; old 
remedies fail, a significant point. Fermentation 
is ulcer; putrefaction is cancer." Early diagno- 
sis and early exploratory operation means the suc- 
cess and possible cure of the case. 



It is my belief that every Colles's fracture should 
be reduced under some general anesthetic. We may 
say to the feeble and aged that little in the way of 
reducing deformity can be done without an anes- 
thetic, and we should say to the strong and the vig- 
orous that under an anesthetic we can correct the 
deformity far better and restore the hand to use- 
fulness in much less time. In the muscular arm 
with impacted fragments more or less complete re- 
laxation of the muscle is necessary to proper treat- 
ment. Complete ether anesthesia is desirable, but 
ethyl chloride will give us a fair opportunity to ac- 
complish our purpose. — Dr. W. A. Rankin (Long 
IsL Med. Jour.) 



REDUCTION OF CANCER MORTALITY.^ 

By Jonathan Wainwright, M.D., Scranton, Pa. 

When an invitation came from Dr. Free to ad- 
dress your society I at once saw that it was too 
great an honor for me to decline. The question 
of a subject, however, has worried me a great 
deal because it did not seem quite proper for one 
railroad surgeon to accept an invitation to ad- 
dress a large assemblage of railroad surgeons 
such as this and choose a topic apparently en- 
tirely foreign to the purpose of your meeting. 
However, you must lay the blame for this on our 
good friend Dr. Free, chairman of the Program 
Committee. 

Dr. Free has long been very much interested 
in the work of the Cancer Commission of the 
Medical Society of the State of Pennsylvania, 
and has asked me to speak to you on its behalf. 
I am further embarrassed as to what to say, be- 
cause we feel that the message of our Commis- 
sion is to the lay public and the general practi- 
tioner and not to the prominent surgeons in var- 
ious communities as I know you gentlemen to be 
from the mere fact that you are connected with 
the great Pennsylvania Railroad. I do not, 
therefore, pretend to have anything new to tell 
you, but hope to show you that there is just as 
much need for a campaign against cancer as there 
is for one against tuberculosis, and I trust to ac- 
tively interest you in that campaign.- 

Heretofore the honors in sanitary science and 
prevention of disease have nearly all fallen to 
medical men, but the campaign against cancer 
must be fought by surgeons. We all know very 
well that the great trouble with cancer is that we 
do not see our cases early enough. Thousands 
of patients die from it every year — not be- 
cause of anything connected with the essential 
nature of the cancerous process, but solely be- 
cause either through ignorance on the part of 
the patient or apathy on the part of the physi- 
cian the patient has not sought surgical aid until 
the curable stage has passed. It is the same old 
cry of "we do not get our cases early enough." 
We have kept up this cry so long in the case of 
appendicitis that it is beginning to have a tell- 
ing effect. The same is true in strangulated her- 
nia and to a less extent in gallstones and other 
surgical diseases. 

Recently the Cancer Commission of the Penn- 
sylvania Medical Society collected statistics on 
four hundred cancer cases applying to the sur- 

* Read at meeting of Railway Surgeons' Anociation of Pttni^ 
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geon for a radical cure. These have been tabu- 
lated in several ways, and the results of this tab- 
ulation must be somewhat startling even to ex- 
perienced surgeons who knew, that delay in can- 
cer was a frequent evil, but who may not have 
realized before just how common it is in this 
country. For instance, take the question of oper- 
ability at the time the patients come to the sur- 
geon. We have divided our cancer cases into 
superficial and deep-seated ones. Among the 
superficial cancers only 68 per cent, were oper- 
able at the time they applied to the surgeon; of 
the deep-seated, only 48 per cent. There can be 
no question but that these figures are much above 
the actual condition, because the blanks from 
which we obtained these averages were filled out 
by surgeons from their case records, and busy 
surgeons are constantly seeing in their clinics 
and in consultation advanced cases of cancer 
which are so hopelessly inoperable that they at 
once pass them on to the family physician again 
without any special record. Also the term oper- 
able is unduly stretched by the surgeon himself, 
because if he« decides to make an attempt he, of 
course, places his patient in the operable class, 
but a prompt recurrence will frequently show 
that the case was, practically speaJking, inoper- 
able after all. Therefore, I think that it is safe 
to say that even at the present time over one- 
half of the cancer cases that come to the surgeon 
for relief are in an inoperable condition. »- 

Another very interesting fact that the Pennsyl- 
vania statistics show is that in 39 per cent, of the 
superficial cancers and in 46 per cent, of the deep- 
seated ones the patients gave a definite history 
of some form of chronic irritation or some of the 
so-called pre-cancerous conditions. In other 
words, about half of the persons who presented 
themselves to the surgeon suffering from malig- 
nant disease had had a previous simple condi- 
tion which probably could have been cured so 
that cancer would not have developed at all. In 
the face of these figures it would hardly seem too 
much to say that if the public and the general 
medical profession had the proper attitude on 
these matters, not only would the mortality of 
cancer be diminished but even the morbidity 
would be reduced by almost 60 per cent. 

The responsibility for delay lies, as we have said, 
in two quarters, namely, with the public and the 
general profession. We will take up the relation 
of the public to the matter first. We all have had 
men and women come to us in the late stages of 
malignant diseases and on questioning them we 



find that they have been aware that something was 
wrong for a long time, but they will say that they 
did not know that the early symptoms had any ser- 
ious significance and they have not applied to a sur- 
geon until the onset of pain or until health and 
strength begin to fail. As Moynihan has said, 
these patients have ignored the signs and symptoms 
that indicate the necessity of surgical treatment and 
they have come to us only when they saw the signs 
of impending death. The Pennsylvania statistics 
show that in the superficial cancers the patients 
have delayed through this ignorance on an average 
of one year and six months; in the deep seated 
ones, one year and two months. That is, most of 
the cases that consult us have had the disease for 
over a year. This delay is responsible for the very 
great majority of deaths from cancer. Four-fifths 
of these growths occur in regions which are easily 
accessible to surgery, and in nearly all instances the 
cancerous condition makes itself evident while it is 
still in a local and permanently curable condition. 
The only solution of this difficulty, of course, is edu- 
cation of the general public. 

The Pennsylvania Commission has been trying to 
educate the public since it was appointed three years 
ago. The assistance of the lay press has been ob- 
tained, and the Commission has written a number of 
newspaper articles describing the early signs and 
symptoms of cancer in various parts of the body 
in simple language. These articles have been pub- 
lished in various papers throughout the State and 
have reached a great many people. Furthermore, in 
a number of instances it has been possible to ar- 
range for addresses before certain clubs and for 
certain public meetings. In these addresses and 
newspaper articles we have of course laid special 
emphasis on the importance of early symptoms and 
the necessity of the patient having an immediate in- 
vestigation the moment they appear. Following the 
lead of Childe of England, we have tried to teach 
the people that some of these early signs are in 
reality danger signals and are just as much to be 
acted upon immediately for the safety of the suffer- 
er as is a danger signal at sea or on the railroad 
We have tried to teach women that any irregular 
vaginal bleeding is a danger signal that must be in- 
vestigated at once. It may be a warning of the 
onset of a very serious condition and must be 
heeded at once. The warning may not be repeated 
until the disease has gone beyond any hope of cure. 
We have tried to teach women that any small lump 
in the breast is a danger signal and demands imme- 
diate attention. They must not wait to see if it will 
grow, or if it will pain them, or if it is going to 
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affect their general health. The danger signals to 
be taught in cancer of the lip, mouth, tongue, skin, 
alimentary canal, etc., are of course well known 
to this audience and need not be detailed. 

In bringing these matters before the laity we have 
taken great pains to do it so that we will not cause 
any undue alarm or dread. Indeed we have tried 
to show that the real message in regard to cancer is 
decidedly one of hope, and that an individual who 
has an ordinary understanding of the warning symp- 
toms has nothing to dread. The only person who 
should dread a cancer is he who through ignorance 
allows it to creep upon him unawares and get a 
fatal grip before he knows that there is any serious 
trouble at all. We have tried to impress the people 
with the fact, first, that cancer in its early stages is a 
purely local disease involving only a few cells ; sec- 
ond, that it nearly always manifests its presence 
while it is still in this local stage; and, third, that 
in this stage it is permanently curable by efficient 
treatment in almost every instance. We have tried 
to teach them that delay is the thing to fear and not 
the cancer itself. 

We have used one other means of getting at the 
public, and that is through trained nurses. Most 
nurses at the time they graduate do not know any 
more about cancer from our point of view than do 
shop girls. Yet very frequently a woman on ac- 
count of what she thinks is modesty dreads to tell 
a physician of any unusual condition in the pelvis 
or breast, but will frequently mention her trouble 
to a nurse whom she may know or may meet cas- 
ually, so that nurses, if they have the proper knowl- 
edge, can very frequently advise a woman as to 
what course it is necessary for her to pursue under 
such circumstances. In order to teach nurses we 
have several times arranged for addresses by physi- 
cians at meetings of the State Nurses' Society, and 
we have also tried to induce every training school 
in the State to have a lecture given every year on 
cancer from this standpoint. 

We now come to the relation of the general medi- 
cal profession to the cancer question. We believe 
that after all — at the present time at least — much 
the most important educational work is to be done 
with the medical profession itself. The figures al- 
ready given show that there is a very disastrous 
delay on the part of the public, but an analysis of 
the Pennsylvania statistics in a different way reveals 
that the medical profession in general is almost as 
much responsible for delay in cancer cases as is the 
laity. For instance, our four hundred reports show 
that on an average the cancer patient has been in 
the hands of the family physician for one year be- 
fore applying for surgical treatment ; so that in a 



very large proportion of cases the family physician 
is frequently directly responsible for the ultimate 
death of the patient. What is more significant 
still, our reports show that in breast cases the phy- 
sician first consulted did not make any examina- 
tion at all in 3 per cent., and in 13 per cent, of the 
cases there is a definite statement to the effect that 
he gave absolutely bad advice, that is, that he told 
the patient that it did not amount to an)rthing or 
that it would be best to wait and see what developed, 
or he applied some ointment or other form of treat- 
ment for no other purpose apparently than that of 
keeping the patient in his own hands. 

In some of the other regions of the body the 
malpractice on the part of the physicians was 
more apparent still. In the stomach no local ex- 
amination was made in 9 per cent, of cases and 
some form of bad advice was given in 20 per 
cent. 

In cancer of the uterus no local examination 
was made in 10 per cent, and bad advice given in 
15 per cent. 

In cancer of the ovary there was no local ex- 
amination in 14 per cent, and improper advice in 
14 per cent. 

We all knew of these conditions in a general 
way, but it is hoped that the paragraphs above 
will impress us with the fact that there is need 
for an immediate and radical change of attitude 
right in our own ranks, and, as mentioned before, 
the excuse for reading this paper to this audience 
is a feeling that the change can be brought about 
only by those who are especially active in sur- 
gery in their particular neighborhoods. We all 
know very well the facts that should be im- 
pressed upon the general medical profession, but 
how best to do it is a more difficult problem. In 
Pennsylvania, as already stated, we have felt that 
our most important work lay with our own pro- 
fession. We have naturally worked first through 
the medical societies. Every year at our State 
meeting the question of cancer is presented in 
one form or another, and we have tried to im- 
press upon the State Society that we are pursuing 
an active campaign against cancer on much the 
same lines as the well-known campaign against 
tuberculosis. We also stimulate the interest of 
the county societies, and each year we endeavor 
to have them devote one or more meetings to the 
study of cancer, and particularly to its early diag- 
nosis. In the case of the smaller counties we se- 
cure, if desired, a prominent surgeon from a large 
city to go to them and give a special address. 
Furthermore, when feasible, we try to have an 
abstract of the address published>in the local pa- 
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pers so that the interest of the people as well as 
the physicians is aroused. Also, within the last 
three years, we have on three occasions distrib- 
uted to every physician in the State various re- 
prints and reports on the cancer question. When 
it is remembered that there are about twelve 
thousand physicians in Pennsylvania it will be 
seen that this of itself is considerable of an un- 
dertaking. 

In conclusion I can only say that the Cancer 
Commission of the Pennsylvania Medical So- 
ciety hopes that each of you will return to your 
homes an active worker in this campaign against 
cancer, that those of you from our State will re- 
double the active co-operation you have always 
given us, and that those from other States will 
inaugurate a campaign on such energetic lines 
that the Pennsylvania Commission will not be 
able to keep up with you at all. 



THE TREATMENT OF ANEURYSM — A 
REVIEW. 

By Frank K. Green, Ph. G., M.D., Louisville, Ky. 

Under the present liberal definition and expanded 
interpretation, the term aneurysm (i. e., dilatation) 
is utilized to denote a pocket, sac, cavity, or tumor 
(communicating with an artery), containing coag- 
ulated or fluid blood, the result of laceration or rup- 
ture from traumatism, degeneration, disint^ration 
or ulceration of an artery, the external envelope of 
which consists of one or more of the arterial coats 
(complete or incomplete) or of the surrounding in- 
tegument. However, originally and literally, the word 
was most likely intended to signify only a circtun- 
scribed dilatation of an artery without rupture there- 
of. Therefore, in modern times, in the classification 
and description of the affection distinction has be- 
come necessary between spurious and true aneu- 
rysms, i. e., those in which there is rupture of one 
or more of the arterial coats, and those in which 
dilatation is unaccompanied by any solution of con- 
tinuity of the arterial walls. 

It is, of course, possible for aneurysm to involve 
any artery within the human economy, and num- 
erous varieties have been encountered and minutely 
described by various anatomists and surgeons; but 
their enumeration herein with appropriate commen- 
taries would only entail repetition of observed clin- 
ical facts without adding anything of especial im- 
portance or unusual interest. However, the inter- 
polation of a few historical data appears pertinent 
and permissible. 



Evidently aneurysm was recognized and more or 
less accurately understood by the ancients, since 
medical history shows that Antyllus during the 
third century B. C, having found medical manage- 
ment absolutely inadequate and unavailing, suggest- 
ed the invocation of surgery in the treatment and 
recommended ligating the proximal and distal ends 
of the affected artery just outside the aneurysmal 
sac, with opening and evacuation of the coagulated 
(or fluid) contents.^ So far as the writer can as- 
certain this constituted the first radical operative 
procedure suggested and practiced in the attempted 
cure of any variety of aneurysm. And notwith- 
standing the necessarily crude surgical appliances 
and technic of that remote period, it is not unlikely 
that operative intervention then was attended with 
practically similar degrees of success (or failure) as 
obtained nearly two thousand years later; indeed 
"the history of aneurysm and its treatment is one 
replete with dismal pictures of failure and disaster." 
It has always been regarded as an exceedingly ser- 
ious affection, and in the earlier ages it is said that 
the victims thereof were almost invariably left to 
their fate, mechanical or other intervention being 
considered unjustifiable. 

Little substantial progress toward the acme of 
successful management of aneurysm by surgical in- 
tervention appears to have been accomplished from 
the days of Antyllus until the eighteenth centry 
when Anel proposed, as an improvement upon the 
older procedure devised by Antyllus, that the liga- 
ture be applied to the artery only on the proximal 
side close to the tumor; and Hunter later suggested 
as a more appropriate and effectual plan proximal 
ligation some distance from the aneurysmal sac. A 
few years thereafter Brasdor advised ligating the 
affected artery on the distal side close to the sac, 
and Wardrop (1825) advocated distal ligation of 
only a branch of the artery involved in the aneu- 
rysm. Other presumed improvements and modifica- 
tions of the original operative steps advocated by 
Antyllus were suggested by Purmann, Phylagrius, 
Mikulicz, and many others of the older surgeons. 

The femoral artery was successfully ligated by 
Smith, of Baltimore, Maryland, in 1833, for the 
cure of a left popliteal aneurysm, and an abstract 
of his report is interpolated to illustrate the meth- 
ods employed at that time. A male of thirty, habits 
intemperate, constitution naturally good but im- 
paired by liquor and recently by the "secondary 
s)rmptoms of venereal," had been aware of the ex- 
istence of the disease (popliteal aneurysmal tu- 

1 It has been claimied by some writers that the so-called Antyllus 
operation dates from the fourth century A. D., but according to 
authoritative information compiled during 1911 it would appear that 
the third century B. C is correct. 
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mor) for nearly six months. It had acquired the 
size of a small orange, pulsated violently, and was 
productive of extreme lameness and severe pain, 
especially in the leg below the knee. There also 
existed an "incipient dilatation of the artery in the 
right ham." Deeming it imprudent to operate 
without resorting to preparatory measures, it was 
resolved to take blood from his arm, to stop his 
grog, to put him at rest, and confine him to a low 
and simple diet for a week. While these measures 
were being employed the patient was visited by a 
Thompsonian quack, who quickly discovered that 
the disease was a very trivial affair, pronouncing it 
to be a swelling of a tendon, and promising to 
effect its removal in a few days by frictions with 
some v^etable substance! This method was so 
much more agreeable than surgery that the quack 
was employed and continued application of his rem- 
edies for eight or ten days. For some mysterious 
reason, however, his stimulating frictions were not 
attended with precisely the effects expected, for in- 
stead of disappearing the tumor increased, and, the 
patient losing confidence, returned and manifested 
a willingness to submit to anything. Low diet, 
aperients, etc., were again directed, blood letting 
was again practiced, and after a few days ligation 
of the femoral artery was accomplished, though with 
some embarrassment in consequence of the strug- 
gles and outcries of the patient, whose fortitude 
was not the most commendable! A single ligature 
of silk was employed. Perfect quietude and a 
meagre diet were enjoined, and blood was again 
taken from the arm! 

Everything went on well for eleven days, the 
wound healing with the exception of the canal oc- 
cupied by the ligature. No pulsation could be dis- 
covered in the tumor after the operation ; the tem- 
perature of the limb soon became natural ; all pain 
ceased and the patient felt himself so completely 
relieved that he became impatient of confinement. 
He was made fully acquainted with the danger 
which would attend any muscular exertion before 
separation of the ligature, being visited and thus 
cautioned daily. On the twelfth day, however, 
slight hemorrhage took place around the ligature. 
It was learned that the patient had been walking 
about the house during part of the day, and was 
in the act of sneezing (from taking a pinch of snuff) 
when the gush of blood occurred. He was also 
guilty of another exceedingly imprudent act which 
shall here be nameless; suffice it to say, however, 
that "the patient had a comely wife and that there 
was but one bed in the house!" On reaching him 
it was found hemorrhage had ceased, but there ex- 



isted a small tumor at the point where the ligature 
was applied. There was no pulsation nor pain in 
the part, and under these circumstances it was 
thought no further bleeding would occur by use of 
the compress. Accordingly, after blood was freely 
taken from his arm, a compress was applied. On 
the evening of the same day hemorrhage recurred, 
the tumor had enlarged, was painful, and pulsated. 
It was determined to delay until morning, and 
should hemorrhage be repeated, to ligate the fem- 
oral above the profunda. This necessity occurred, 
and the operation was accordingly performed below 
Poupart's ligament, both ends of the ligature being 
cut dose to the knot (as advised by Mr. Lawrence). 
The tiunor at the site of the first ligature had ac- 
quired considerable size, and after application of 
the second ligature it was freely opened and emptied 
of a mass of coagulated blood. Some of this fluid 
had insinuated itself along the sheath of the artery 
toward the groin, and had induced irritation in the 
parts around the vessel to which it had been nec- 
essary to apply the ligature. The coats of the ar- 
tery were also evidently rigid from chronic disease. 
All pulsation immediately ceased in the traumatic 
aneurysm, as did also the pain in a few hours, the 
limb quickly resumed its natural temperature, the 
collateral circulation seeming to be but little em- 
barrassed. Everything appeared again to be going 
on exceedingly well, except that the wound did not 
heal by first intention, as in the former case. The 
pulse rising, blood was again taken from the arm ! 
On the eighth day the surgeon was summoned 
in haste, being informed that the patient was again 
bleeding copiously. The family physician having 
already arrived was making compression over the 
woimd and hemorrhage had ceased. The man was 
literally weltering in blood, the bed was saturated 
therewith, there also being a pool of it upon the 
floor. His pulse was scarcely to be felt, his counte- 
nance was cadaverous, he was restless in the ex- 
treme, the limb exceedingly painful as low as the 
knee, being destitute of all sensibility and vital 
warmth below it. The idea occurred to the surgeon 
of securing the external iliac, but on reflection this 
procedure seemed unwise, as separation of the liga- 
ture would be productive of the same consequences 
as before, and in that case it would have been im- 
possible to use the compress with the same prospect 
of success as on the femoral artery. Therefore a 
small piece of compressed sponge was placed within 
the wound directly upon the affected vessel, over 
this a larger portion, and so on, covering the whole 
with a broad compress in the groin. This was 
boimd firmly down with the spica bandage. When 
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such a bandage is applied^ if the patient extends his 
limb, compression in the groin is increased; there- 
fore it was desired that if the patient felt any in- 
creased pulsation in the wound or any flow of blood 
that he make an effort to extend the limb. Consti- 
tutional treatment was also directed. 

"I scarcely expected to see our patient. alive the 
next morning, but, to my great surprise, I found 
him comfortable. The early part of the night had 
been passed in a restless manner, but toward morn- 
ing he had slept quietly. The temperature of the 
limb was returning. From this time our patient 
went on extremely well, no flow of blood again re- 
curring. The compress was continued for two 
weeks longer, when it was removed. and the wound 
soon cicatrized." He was subsequently put upon 
the use of sarsaparilla and the bichloride of mer- 
cury for the cure of the supposed ''sequelae of ven- 
ereal." The aneurysm in the left ham totally dis- 
appeared, and that in the right diminished. The 
patient returned to his labor enjoying health and 
strength. "I committed an error in not depleting 
this man more freely after both the first and second 
operations, as was made manifest by the effects of 
the hemorrhage on the eighth day after the second 
operation." * 

Advances of much great importance in the treat- 
ment of aneurysm were presumed to have been ac- 
complished when Moore (1864) recommended sur- 
gical introduction of thread, hair, or wire into the 
sac to stimulate coagulation of its contents, and 
later when Corradi added electricity to the proce- 
dure originated by Moore.' Various substances have 
from time to time been utilized for introduction with 
the aneurysmal sac, e. g., horsehair, catgut, needles, 
fine wire of steel, gold, silver, etc. Subcutaneous 
injections of gelatine in two or three per cent, solu- 
tion, according to the so-called Lancereaux-Paulesco 
method, have been reconunended and practiced at 
various times, likewise the application of bandages 
and compresses has had ardent advocates. 

Inasmuch as the plans hitherto devised, such as 
galvano-puncture, insertion of wire, catgut, etc., 
had proven inefficient in the treatment of aneurysm, 
since they produced only red thrombi which could 
be absorbed or washed away, Macewen (1890) de- 

2 This report is duplicated many times in older medical literature, 
the promiment features being starving, i>urging and bleeding! To 
those who are unfamiliar with ancient history and the medical and 
surgical practices then in vogue, the treatment outlined may seem 
Strang and unbelievable. Twentieth century perfection of surgical 
technic, anesthesia, asepsis, etc., were then uxumown. It is iJmost 
heyond comprehension how human beings endured the punishment 
the treatment entailed. 

8 Moore's procedure is denominated filipuncture, and when the 
poaitavto pole of an electric battery is connected with the wire which 
has been introduced within the sac, with the object of hastening the 
formation of fibrin, the operation is then called filigalvanopuncture, 
or as is more commonly used, "the Moore-Corradi method of treat- 
ing aneurysm." 



vised a new method the object of which was to in- 
duce formation within the sac of a white, hard 
thrombus, i. e., by introducing a needle and irri- 
tating therewith the internal surface of the sac, thus 
conducing to the proliferation of leucocytes. Ac- 
cording to the author the instrument employed is a 
pin of sufficient length to completely transfix the 
aneurysm and to permit of manipulation within it. 
Its caliber ought to be as fine as possible, the 
strength being only sufficient to penetrate the coat 
of the aneurysm and the intervening tissues. This 
cylindrical pin tapers to a point, like an ordinary 
sewing needle, and has on its opposite extremity a 
somewhat rounded head. As the coats of aneu- 
rysmal sacs vary in thickness, these pins must be 
made of various calibers, as those which may pass 
readily through one sac may not pass through others 
with thicker walls. They ought also to be finely 
polished, not only to facilitate their introduction, 
but to help render them aseptic. 

Before performing the operation the skin over 
the aneurysm should be carefully cleansed and ren- 
dered aseptic. The aseptic pin is then made to 
penetrate the sac and pass through its cavity until 
it comes in contact with the opposite side. It ought 
to touch and no more. Then one of two methods 
may be employed : either to move the pin over the 
surface of the inner wall so as to irritate it, or to 
allow the impulse of the blood current playing on 
the very thin pin to effect the same object. If the 
wall penetrated by the pin on introduction be dense, 
the former method will be preferable, as the force 
of the blood current produces such a feeble action 
on the thin pin as to be insufficient to move it to 
and fro while it is firmly grasped by the dense wall. 
After acting thus for ten minutes at one part, the 
point of the pin, without being removed from the 
sac, is shifted to another spot, and so on until the 
greater portion of the internal surface opposite the 
point of entrance has been touched; this ought to 
be done in a methodical manner. A single insertion 
of the pin through the aneurysmal sac into its in- 
terior may be sufficient to enable the point of the 
instrument to come into contact with the greater 
part of its internal surface, but in some cases punc- 
ture from various sides of the external wall may 
be necessary, so as to reach portions of the tumor 
which cannot be attacked from the first puncture. 
While the pin is in the aneurysm it is surrounded by 
a piece of aseptic gauze or gauze moistened with 
an antiseptic solution. After it is withdrawn from 
the sac, the part should be covered with a moist an- 
tiseptic dressing (preferably one wet with a watery 
solution of carbolic acid), which should be kept on 
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for several days. The period a pin may remain in 
an aneurysmal sac without doing damage is perhaps 
dependent upon the individual and the state of the 
aneurysm, but it should never exceed forty-eight 
hours. It is questionable whether all the neces- 
sary advantages derivable from irritation of the 
wall of the aneurysm could not be obtained within a 
few hours. 

Even during the remote period heretofore men- 
tioned, the medical treatment of aneurysm was not 
neglected. Numerous drugs have been recommend- 
ed at different times for internal administration, 
e. g., acetate of lead, ergot, iodide of potassium, 
mercury, calcium chloride, gelatine, digitalis, etc. 
A method said to have been originated by Tufnell 
was to treat aneurysm by complete rest and reduc- 
tion of the quantity of food and drink. In lectur- 
ing on aneurysm Watson (1836) claimed the object 
should be not to interfere with natural attempts to- 
ward repair, but to assist and promote them. He 
referred to the method of Valsalva and Albertini, 
which was to repeatedly bleed the patient, keeping 
him upon a diet barely sufficient to prevent his per- 
ishing of inanition, the object being to facilitate 
coagulation of the blood by diminishing its force 
and velocity, in the hope that such a solid barrier 
might be organized as would furnish a new wall 
to the dilapidated artery. When this object had 
had the best chance of being accomplished, i. e., 
when the patient had been so reduced as to be 
scarcely able from weakness to raise his hand from 
the bed (to which he was strictly confined), then 
Valsalva gradually increased the nourishment imtil 
necessary strength was restored. Watson agreed 
that this practice had doubtless been carried to a 
hurtful extent, e. g., that Copeland had seen in- 
stances in which aneurysmal tumors had existed for 
some time without any increase so long as the 
patient avoided any marked vascular excitement 
and continued his customary diet, but when repeated 
depletions and vegetable diet were adopted, great 
augmentation of the tumor and fatal results soon 
followed. It seems reasonable that the starving sys- 
tem and the frequent abstraction of blood would 
diminish the fibrin in that fluid, rendering it more 
watery and less disposed to coagulate, and that re- 
action (violent cardiac palpitation) was apt to 
follow repeated losses of blood; moreover, this for- 
cible action of the heart must tend rather to sweep 
away the existing coagula than to cause an addi- 
tional deposit. A more reasonable and hopeful 
plan of management, therefore, would be to keep 
the action of the heart gentle and moderate, and the 
motion of the blood as slow and languid as possible, 
without impoverishing that vital fluid; to husband 



the materials of repair and promote their deposition 
where wanted. A nutritious but unstimulating diet, 
perfect repose of mind and body, due regulation of 
the natural functions, with the abstraction of so 
much blood only as may be necessary to alleviate 
pain, or to subdue excessive arterial action or un- 
load vessels manifestly oppressed by their contents 
— these, says Watson, constitute the most rational 
means of furthering the endeavors of nature to- 
ward a cure. However, few cures can be hoped for 
in any way, yet life may be prolonged and the ex- 
tension of existence for two months, a month, a 
week or a day may sometimes be an acquisition of 
the greatest moment. There is little to be said con- 
cerning particular drugs in the treatment of aneu- 
rysm. Digitalis may perhaps be sometimes of use, 
and the acetate of lead is well spoken of by those 
who have tried it. 

Although, as already mentioned herein, numerous 
drugs have on theoretical grounds been recom- 
mended for internal administration in the treat- 
ment of aneurysm, with the evident idea of de- 
creasing arterial pressure and promoting the depo- 
sition of fibrin within the sac, the writer wishes to 
emphatically deny that any material benefit has 
ever accrued in so far as the aneurysm per se was 
concerned which could be reasonably attributed 
thereto, the statements of others to the ccMitrary not- 
withstanding ; moreover, the declaration seems 
warranted by the facts that there has never been 
and never will be devised a satisfactory drug treat- 
ment of aneurysm. However, it is admitted with- 
out disputation that in certain instances the life of 
the patient may be markedly and comfortably pro- 
longed by adequate rest, the avoidance of excite^ 
ment and muscular exertion, together with appro- 
priate hygienic and dietetic management. 

The latest and probably the most rational and 
effectual surgical procedure designed for the radi- 
cal cure of aneurysms in certain situations, origi- 
nated and first successfully performed by Matas in 
1888, is designated as arteriorrhaphy, or endoaneu- 
rysmorrhaphy, more commonly known as "The 
Matas operation."* The following information in 
relation thereto is abstracted from one of Matas' 
papers published in 1906. The more intricate 
minutiae concerning the character of aneurysms to 
which this method of treatment is applicable, the 
technic, etc., are too familiar to require repetition 
herein. 



4 While Matas published the result of his first successful oper- 
ation in October, 1888. little attention was attracted to the subject 
until appearance of his subsequent contributions thereto. So far as 
the writer is aware or can ascertain from atudy of the literature. 



the term endoaneurysmorrhaphy was first utilized to represent the 
Matas procedure in 1902. However, the terms arterioi * 
arterioplasty had been previously employed.^^-^ 



Digitized by 



Google 



OCTOBXR, 1912 



Treatment of Aneurysm. 



INTERNATIONAL 
JOURNAL OF SURGERY. 



321 



Endoaneurysmorrhaphy, or the radical operation 
for the cure of aneurysm by the intrasaccular su- 
ture of the aneurysmal orifices, essentially consists 
of two fundamental procedures: (i) the oblitera- 
tion by suture of the vascular orifices which open 
into the aneurysmal sac; (2) the obliteration of 
the sac by suture which brings its inner surfaces in 
apposition, or by methods of obliteration which 
leave the sac undisturbed and tend to secure pri- 
mary healing by plastic union. In obliterating the 
vascular orifices that supply the sac, the parent 
trunk which nourishes the aneurysm may be pre- 
served or obliterated at the point of attachment ac- 
cording to the t)rpe of sac encountered. Hence the 
subdivision of endoaneurysmorrhaphy into three 
varieties. 

(i) Obliterative endoaneurysmorrhaphy (the^ 
fundamental procedure) essentially consists in 
opening the sac freely without disturbing it from 
its surroundings and closing all visible arterial ori- 
fices within it by suture, thus securing complete 
hemostasis and permanently stopping all further ac- 
cess of blood into the aneurysmal cavity. The sac 
is obliterated by approximating its walls with buried 
sutures, and closing the wound with or without 
drainage; or, in rigid cavities, by simply infolding 
the overlying skin flaps and lining the cavity with 
them (or by one of the several procedures or varia- 
tions suggested). 

The indications for the application of this oblit- 
erative suture, or fundamental procedure, are : All 
aneurysms in which the sac is of the fusiform type, 
in which there are two or more orifices of supply, 
and in which the parent artery is entirely lost at 
the seat of the aneurysm by blending with the 
aneurysmal sac throughout its circumference. In 
these cases no attempt is made to restore the con- 
tinuity of the parent artery ; the blood stream is in- 
terrupted in that part of the vessel which directly 
opens into the sac and the arterial orifices are sim- 
ply closed by suture, thus shutting off the sac from 
all sources of blood supply. 

(2) Restorative endoaneurysmorrhaphy. This 
variation in the procedure is solely applicable to 
aneurysms of the sacciform type, in which the par- 
ent trunk retains its continuity and normal outline 
and the aneurysm is a sac simply grafted on the 
vessel. By opening the sac freely and washing out 
the clot, the aperture leading to the artery is ex- 
posed inside of the aneurysm and is readily closed by 
a continued suture which penetrates through all the 
coats of the sac at the margin of the orifice of com- 
munication. By this procedure the blood supply 
of the sac is permanently arrested, the lumen of 



the parent artery remains patulous, and the arterial 
stream supplying the limb or dependent territory 
is immediately restored through its normal channel. 
The sac is then obliterated by bringing its endothelial 
surfaces together with buried sutures, and the sur- 
face wound is closed in the usual manner. 

(3) Reconstructive endoaneurysmorrhaphy (ar- 
terioplasty) is applicable solely to fusiform aneu- 
rysms in which the coats of the sac are firm, elastic 
and resistant and the two openings leading to the 
main artery lie on the same level, in close proximity, 
and are situated at the bottom of a superficial or 
readily accessible sac. 

In aneurysms of this type, especially those of trau- 
matic origin, the continuity of the parent artery 
may be restored by making a new channel out of 
the sac walls which can be brought together by su- 
ture over a guide (catheter or drainage tube) in- 
serted into the proximal and distal openings of the 
aneurysm. Before tying the last sutures, the guide 
is removed and a channel is left behind correspond- 
ing to the outline of the original artery. The sac is 
then obliterated by approximating its surfaces with 
buried catgut suture, as previously applied in the 
first and second procedures. 

As an illustration of the unsatisfactory state of 
scientific knowledge concerning the treatment of 
any particular medical or surgical ill to which the 
genus homo is prone, it is only necessary to direct 
attention to the number and variety of remedial 
agents or methods of management recommended 
therefor, and aneurysm is not entitled to unqualified 
exception to the rule, as is amply demonstrated by 
the foregoing review. Inasmuch as there is no med- 
ical treatment of aneurysm, it naturally follows that 
if there be any possibility of benefiting the unfortu- 
nate patient, except to induce comfort and prolong 
life as before mentioned, the hope of such benefit 
accruing must necessarily depend upon the intelli- 
gent and scientific application of modem surgical 
principles. In making this statement, however, the 
writer is not unmindful of the fact that an aneurysm 
may develop in an anatomically inaccessible region 
and thus preclude the possibility of radical surgical 
intervention; likewise, that under certain circum- 
stances small sacs may be obliterated by the intelli- 
gent application of purely mechanical measures. 

While symptomatic cures (so-called) have not in- 
frequently been recorded in the literature following 
the application of each plan of management outlined 
in this article, the writer has no hesitancy in ex- 
pressing serious doubt whether permanent benefit 
has in any instance accrued except from the ra- 
tional invocation of surgery ; i. e., in his opinion the 
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beneficial effects reported from other methods of 
procedure were only temporary in character. 

In this connection the pertinent fact must not be 
permitted to pass unobserved that both the imme- 
diate and remote dangers to life incident to some of 
the presiunably minor methods of procedure out- 
lined are infinitely greater than those attending 
radical surgical treatment, the reasons for which 
are too obvious to require further elaboration herein. 

After according due consideration to all the meth- 
ods of treatment hitherto devised looking toward 
the radical cure of aneurysm, provided it be so sit- 
uated as to be accessible and therefore amenable to 
surgery, the plan originated by Matas appears the 
most rational, feasible and satisfactory, and — of 
greater importance — the least dangerous to life, 
while at the same time the most successful from the 
viewpoint of both the patient and the surgeon. 
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Flat Foot.— Dr. B. P. Weaver (Jour. Ind. S. 
M. A., Aug. 15, 1912) summarizes his view in the 
following conclusions: i. Weak-foot is a condi- 
tion far commoner than the average practitioner 
may believe, and must be considered seriously be- 
fore a diagnosis of rheumatism is made. 2. All 
weak or pronated feet do not have depressed arches 
by any means, but represent rather a type in which 
there is a relative disproportion between weight- 
bearing and functional support. 3. Much can be 
done by the family physician to relieve and over- 
come this condition when once properly diagnosed, 
and in such treatment the irrational application of 
a rigid plate or brace as a life term sentence, must 
ultimately give way to a more thorough-going course 
of training in the exercise of proper functional use. 
4. Proper shoeing at all times and temporary sup- 
port, such as by adhesive strapping, in some cases, 
are potent factors in the treatment of all cases of 
weak-foot which do not demand operative correc- 
tion. 



BASIC TREATMENT OF FRACTURES. 

By. H. R. Allen^ M.D., Indianapolis, Ind. 

Years ago when the world was known to be flat 
instead of round, the ancient bone surgeons select- 
ed certain mechanical agencies for the non-operative 
treatment of fractures. But now that the world is 
known to be round instead of flat it is time to as- 
sure ourselves that this primitive selection is right 
or wrong. 

The writer is not drawn into the argument in any 
way. His duties are merely to submit the case to 
the department of dynamics and physics. 

In the primitive selection we find involved the 
mechanical principles associated with splints, levers, 
bandages and the force of gravity — ^these four and 
*no more. They appear in various disguises that 
render them almost beyond recognition at times; 
however, the generic qualities of each can be 
brought to the surface and properly classified. 
Splints and levers are frequently found to coexist 
in one piece of material, but it does not matter 
whether they exist together or as individual units 
since in either case they depend upon bandages to 
hold them in place and also to render them effective.^ 

The bandage, therefore, is the key to the conven- 
tional application of splints and levers, since it gov- 
erns them. It is important then to investigate the 
mechanical principles involved in bandages. 

Bandages of any material* can be wound arotmd 
and around a broken member so loosely that no me- 
chanical purpose at all is served. In this indolent 
capacity the bandage is not and cannot be regarded 
as a constrictor, unless by chance internal swelling 
about the fracture zone converts its functions into 
constriction of more or less violence. When a 
bandage is on duty, however, it is by every possible 
analysis a constrictor primarily, and its other me- 
chanical qualities are of little or no importance in 
fracture work. It would seem, therefore, that the 
key or governor of splints and levers is essentially 
a constrictor, and since constriction is in no sense 
necessary to successful treatment it might be well 
to select some mechanical agency that is more ap- 
propriate and at the same time devoid of injurious 

1 If two longitudinal tangent splints or levers that are parallel 
and wide enough to project beyond the vertical tangents are placed 
on opposite sides of a fractured member, then a bandage passed 
around the two projecting splints will not constrict but will act as 
the jaws of a vise, rendering constant the distance, but the 8aper> 
ficial and deep fascix act as true constrictors and consequently tiie 
efficacy of this treatment is not commendable. 

2 Bandages are ordinarily classed as elastic and inelastic. Elastic 
bandages ane constrictors at all times, varying in desree according 
to tension. Inelastic bandages may be constrictors from the start 
or become so from internal swelling of the part they surround, or 
they may be applied so loosely that they serve no mechanical pur- 
pose other than that of a covering or a "roof" for the part being 
treated. ^ A plaster-of* Paris dressing is merely a splint or lever com- 
bin*ed with a bandage in one piece. Further comment would confer 
undue importance upon it. 



Digitized by 



Google 



OcToan, 191t 



Appendicitis and Tabes Mesenterica. 



INTESNATIONAL 
JOURNAL OF SURGERY. 



323 



possibilities. This is especially true because con- 
striction is very apt to do more harm than good. 

In considering the use of gravity it should be 
borne in mind that able and learned men in physical 
laboratories have studied this force and have found 
it to be both constant and unalterable." It is to sur- 
gery alone that it owes the qualities of self-genera- 
tion and self-elimination. Further than this, sur- 
gery has endowed the force of gravity with a su- 
preme knowledge of knowing when to and when not 
to exist, and how to modify its degrees of activity 
in order to serve the purpose of its chief flatterer. 

For example, in treating a fractured thigh we 
frequently find a weight and pulley opposed by the 
irregular and totally inconstant force of muscle con- 
tractions. The purpose is to control muscle spasms 
and secure muscle relaxation in the hope of having. 
the brdcen ends of bone assume their normal posi- 
tion. In other words, the constant force of gravity 
when opposed by the irregular and inconstant force 
of muscle is supposed to result in a balance of power 
which will secure constant position of bone frag- 
ments. Now in order to secure this ideal state of 
affairs the force of gravity must know when and 
how much to pull, and when to cease pulling, be- 
cause muscle spasms and muscle contractions are 
followed by muscle relaxations. 

If the force of gravity is constant it will continue 
its activity upon relaxed muscle tissue, whether it is 
torn and lacerated about the zone of fracture or not. 
If torn, it will pull the wounded muscle open and 
produce violent stimulation and thereby cause new 
muscular contractions, or else it will hold the broken 
bones apart m elongated position, an attribute which 
is not assigned to the force of gravity in any text- 
book on earth. 

A physicist would employ fixation forces for 
fixation purposes. He would not use a constant 
force to combat an irregular opponent in the hope of 
maintaining constant relation of position between 
movable masses, nor would he assign special char- 
acteristics to forces unless he found them to exist. 

The inherent qualities of splints, levers, bandages 
and gravity are as sound to-day as they were 
thousands of years ago. They are mathematically 
perfect in the realm of dynamics. So are a lot of 
other mechanical agencies that have not been se- 
lected by bone surgery. Where surgery exposes 
an awful blow hole in this age of reason and ra- 
tional mechanics is in the selection of, and tenacious 
adherence to a lot of inappropriate ways and means 
in every department of mechanical therapy. 

s The force of mvity will be noted in the use of the weight and 
imlley, double inclined planes, tilted beds, arms or legs fastened by 
ropes to the ceiling, and in other fanciful attitudes. 



It is really incumbent upon surgery to do a little 
housecleaning and make a few substitutions, and 
acquire a few new metiiods that will in no way in- 
trude upon conventionality nor offend the estab- 
lished code of mechanical principles. 

Knowledge of faulty selection of mechanical 
principles is not new to the writer. On the con- 
trary, for a number of years he has employed, in a 
crude way, a number of unconventional methods 
that are impossible if restricted to the conventional 
use of splints, levers, bandages, and gravity. He 
is not in any sense a reformer. He is merely in 
favor of rational investigation of the entire subject. 
Among other things he believes that fixation forces 
and constant distances derived from new appliances 
alone would eventually free our books and our 
teachings of much misuse of dynamics. 



ACUTE APPENDICITIS ASSOCIATED 

WITH TABES MESENTERICA. 

REPORT OF A CASE. 

By J. Dawson Whitall^ M.D., Philadelphia, Pa. 

The following case is rather interesting from the 
fact that there was no suspicion of a tubercular con- 
dition, nor had the child presented any symptoms, 
its presence being determined only in the course of 
an operation for appendicitis. 

C. E., female, aged seven years. At birth and 
for at least two years, there was great difficulty with 
her nutrition, the child being a subject of marasmus. 
After that age she started to improve and became 
fairly well developed, yet never robust. She was 
always constipated and had rather an indifferent 
appetite. 

I first saw her on July 15, 1912, when she was re- 
ferred to me by Dr. H. P. Proctor. The patient 
looked flushed and "favored" the right side. Ab- 
dominal palpation revealed a distinct rigidity of the 
right rectus muscle with exquisite tenderness over 
the right iliac fossa. The abdomen was slightly dis- 
tended. Temperature loi F.; pulse 115. She had 
vomited once and had no desire for food. Diagno- 
sis: Acute appendicitis. The treatment consisted 
in ice-bags to the abdomen and physiologic rest to 
the stomach. She was seen twelve hours later when 
all her symptoms were slightly worse: Pulse 128; 
temperature 102 F. 

She was immediately admitted to the Northwest- 
em General Hospital and prepared for laparotomy 
While under ether before the incision was made, a 
mass could be palpated in the right iliac region. 
Upon opening the abdomen no free fluid was found ; 
the caput coli was drawn to the surface, when a 
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mass (which at first glance seemed to be an ab- 
scess) came to the surface. The material was care- 
fully examined and was seen to consist of a chain 
of enlarged lymphatic glands (yellowish-white and 
calcified, showing their chronicity) embedded in 
the mesentery at its root. They were situated about 
six inches from the cecum in the ilium. There be- 
ing no soft glands, it was thought best to let them 
alone, for to have removed them would have neces- 
sitated an extensive resection owing to their very 
close relation to the mesentery. The appendix was 
removed and found acutely inflamed, but with no 
gangrene or perforation. The abdomen was closed 
in layers with no drainage. She had an easy con- 
valescence as far as pain was concerned, but ran a 
rapid pulse (130-140) and a temperature of loi- 
102 F. for one week, when both became normal. 
She left the hospital on the fourteenth day. In Sep- 
tember she had gained 15 pounds in weight and 
seemed normal in every respect. 

The mere fact that in the one process (the ap- 
pendix) everything was acute, while in the other 
everything was chronic in character (calcification 
being present with resulting quiescence) would lead 
one to say that the two conditions were entirely in- 
dependent of each other. 

2025 Chestnut Street. 



SUGGESTIONS ON THE TREATMENT OF 
WOUNDS AND FRACTURES.* 

(Samuel Spencer Memorial Address.) 
By W. W. Harper, M.D., Selma, Ala. 
Following the panic of '93, Samuel Spencer con- 
ceived the idea of forming a great railroad system 
by combining a number of small, unprofitable and 
oftentimes bankrupt lines. Many of the financial 
wise-acres shook their heads in disapproval, but as 
Spencer stood upon tip-toe and viewed the South- 
em country, his heart became enthused with the 
words of Alabama's poet, as he sang: 

"Land of the South, imperial land, 
How proud thy mountains rise; 
How sweet thy scenes on every hand. 
How fair thy covering skies. 
'Tis not for these, Oh not for these, 
I love thy fields to roam; 
Thou hast a dearer spot for me, 
Thou art my native home." 

Stirred with such sentiments, he determined to 
give to his people those railroad facilities which they 
needed to make them happy and prosperous. How 
well he succeeded, every one here can testify, and 

• Delivered at seventeenth annual meeting of Association of Sur- 
geons of Southern Railway, Washington, D. C, June 11-12, 1012. 



it seems the irony of fate that he should have been 
destroyed by the very forces which he had created. 
But as the mantle of the Prophet Elijah fell upon 
the shoulders of Elisha, and the great work of re- 
demption continued, so has the mantle of Samuel 
Spencer fallen upon worthy shoulders; for under 
the wise and able administration of President Fin- 
ley, the Southern Railway has gone forward with 
leaps and bounds, and is to-day one of the greatest 
factors in the development of the South. "II est 
mort ; vive le roi dans le coeur de chirurgiens." (The 
king is dead. Long live the king in the hearts of 
the surgeons.) 

I now desire to discuss with you a few problems 
in railroad surgery. 

The scalp, having a thick covering of hair and 
seldom washed, is a fertile field for bacteria, and 
when wounded is easily infected. Therefore, when 
injured, the wound should be carefully disinfected 
in every detail. For some distance around it the 
scalp should be shaved dry, or wet with alcohol. 
After the area has dried it should be painted with 
tincture of iodine, and the surplus washed off with 
alcohol. In extensive lacerations and contusions 
the patient should be anesthetized in order to carry 
out the technic. For suturing these wounds, figure 
8 sutures not only make ideal closures, but also con- 
trol hemorrhage. However, the suture should not 
be too tight, or local necrosis will be produced. 
Where the parts are badly torn, free drainage 
should be provided and the stitches should not be 
too close together. 

In contusions of the head, sufficient to produce a 
hematoma, and where there is doubt about there 
being a fracture of the skull, the bone should be 
exposed under strict asepsis. This is important 
when the contusion is over the silent centers; for 
while the depression may not be sufficient to pro- 
duce immediate symptoms, it may suffice to cause 
epilepsy at a later date. In all fractures of the 
skull the patient should be given 40 to 60 grains of 
hexamethylamine a day. Gushing has found that 
this drug is excreted in part by the cerebrospinal 
fluid and that it is a powerful agent for inhibiting 
bacterial growth. In fractures involving the an- 
terior fossa, the nose should be sprayed several 
times a day with some weak alkaline solution like 
Dobeirs. When the fracture is in the middle fossa, 
the ear should be gently syringed twice a day with 
a weak B. C. solution and then lightly packed with 
sterile gauze. 

Wounds of the face and hands should be closed 
with subcuticular stitches. This is imperative in the 
case of women, and sometimes women passengers 
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are injured. The ordinary suture leaves a stitch 
pock, and where many stitches are used on the face 
or back of hand they are quite disfiguring. I would 
therefore urge every surgeon to acquaint himself 
with this suture. To prevent the later stretching 
of the scar, the superficial fascia should be closed 
with interrupted fine silk before applying the sub- 
cuticular suture. 



bone is broken, the torn ends of the periosteum and 
fascia usually drop down between the fragments and 
prevent bony union. The operation is best done 
about ten days after the injury. The joint is opened 
under rigid asepsis, all blood clots removed, the 
torn periosteum and fascia carefully trimmed, and 
the bones held in apposition by suture through the 
periosteum and fascia with kangaroo tendon or 30- 
day chromic catgut. It is not necessary to use sil- 
ver wire or drill holes in tiie patella. The wound 
is closed without drainage and the leg encased in 
plaster-of- Paris in a slightly flexed position. Hy- 
perextension is exceedingly annoying to the patient. 
Gentle, passive motion should be begun at the end 
of two weeks. 



In applying Sayre's dressing for fracture of the 
clavicle it is necessary to powder well the axilla, 
and place a cloth between the arm and chest. Once 
a week the dressing should be removed and the 
parts washed with soap and water, dried, sponged 
with alcohol and again thoroughly powdered. Oth- 
erwise a dermatitis may develop which will give 
more discomfort to the patient than the fracture. 
Another excellent method of treating these cases is 
the figure of 8 about the shoulders, the arm being 
in a sling. This has the advantage of avoiding 
bandaging the arm to the side. 

Every fracture of the patella should be wired if 
a full restoration of function is desired. When this 



Fracture of the hip occurring in old people should 
be treated as a simple contusion. No appliance that 
keeps the patient in bed should be used. The pa- 
tient should be made to sit up in bed every day as 
soon as the tenderness has subsided. He should be 
placed in a roller chair. To keep these patients flat 
on their backs means femoral thrombosis, pneu- 
monia, and death. r^^^^-wi-rT^ 
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In fracture of the tibia where it is practically im- 
possible to maintain good apposition with any kind 
of splint, the bone should be exposed and the frac- 
ture held in place with Lane's bone plates. 

In a Colles' fracture, the future usefulness of the 
hand depends upon perfect reduction of the de- 
formity. In robust subjects general anesthesia will 
be required. After reduction the forearm is en- 
cased in antero-posterior plaster-of-Paris splints, 
the hand being well flexed and the splints not ex- 
tending beyond the metacarpo-phalangeal articula- 
tion. This enables the patient to freely use the fin- 
gers and prevents the stiffness that followed the 
old plan of treatment. The bandage should be re- 
moved once a week and the parts thoroughly mas- 
saged. Where any difficulty is experienced in keep- 
ing in good apposition the broken ends in fractures 
of the metacarpus, metatarsus and phalanges, the 
fracture should be exposed under rigid asepsis, 
holes drilled in the bone, and the bone sutured with 
kangaroo tendon or 30-day chromic catgut. In all 
fractures, skiagraphs should be taken after reduc- 
tion has been accomplished in order to determine 
the accuracy of apposition. 

In injuries to the soft parts of the hand, the site 
is usually soiled with grease and dirt. Formerly 
much time was consumed and more pain inflicted 
by the surgeon in his zeal to cleanse the wound with 
soap and water. Now the hand is quickly cleansed 
by immersing it in a basin of gasoline, and after 
the gasoline has evaporated the parts are sterilized 
by tincture of iodine and alcohol. Wounds over 
tendons should be carefully sutured and an effort 
made to interpose fat between the tendon and skin, 
thus avoiding adhesion between these structures and 
subsequent restricted motion. 

As no flexor tendon is inserted into the second 
phalanx, it is necessary to suture the ends of the 
extensor and flexor tendons over the end of the 
bone where an amputation is done through the sec- 
ond phalangeal articulation. Where this cannot be 
done, the flexor tendon should be sutured to the 
periosteum of the second phalanx; otherwise the 
phalanx remains practically useless. With exten- 
sive destruction of the tendon, let me urge the prac- 
tice of filling the gap with a suture of fine silk, for 
it is claimed that in time the silk becomes encap- 
sulated with fibrous tissue and a new tendon is 
formed. 

Wherever there is reason to suspect soil contam- 
ination of the wound, it is a good practice to ad- 
minister a prophylactic dose of antitetanic serum 
upon the receipt of an inury. 



Surgical Gleanings 

Tubulization Method of Nerve Suture. — Dr. G. 

Torrance {Chad. Med. Jour., Aug., 1912) reports 
a case of wrist drop with loss of sensation follow- 
ing a wound of the anterior part of the arm at the 
elbow, in which Foramitti's method was employed 
with success. Under ether an incision was made to 
expose the musculospiral nerve, which was found 
to be severed just above where it divides into the 
radial and interosseous, so that the ends were 
widely sq)arated and were caught in the scar tissues 
of the wound ; each end showed a bulb formation of 
the nerve and scar tissues ; these were excised and 
the nerve terminals sutured together with a fine cat- 
gut in an absorbable tube prepared from the arter}' 
of a cow after Foramitti's method slightly modified ; 
good apposition was obtained. The wound was 
closed with drainage and a cast was applied with 
the arm at right angles. A small blood clot formed 
in the superficial tissues and became infected from 
the skin, the wound was opened and this infected 
material evacuated and lightly packed. She left the 
hospital at the end of a week with healthy granula- 
ting surfaces. When seen a month after the oper- 
ation the wound was perfectly healed and she had 
regained sensation in the hand except a narrow strip 
across the thumb at the base of the nail and could 
extend the fingers to a right angle with the palm. 
When seen more than a year later the patient re- 
ported that the numbness in the thumb had disap- 
peared in about nine months and that her arm and 
hand were perfectly normal. 

lodin Disinfection in Operative Cases. — Drs. 
D. W. and E. S. Bullock (Va. Med, Semi-Mo., 
Sept. 15, 1912) believe that the iodin technic is the 
best in use to-day. It is most certain and conven- 
ient to the operator, and least offensive to the pa- 
tient. Solutions of ten per cent, and higher may be 
used without harmful effects, but the solution is 
equally effective when weakened to two per cent. 
In instances followed by dermatitis, recovery is 
prompt without treatment. The simplicity of the 
procedure arouses doubt, but its use will inspire con- 
fidence. 

Method of Localizing the Long Saphenous 
Vein in the Leg. — Dr. F.W.Cochems (Col. Medic, 
Sept., 1912) has found it difficult to recognize this 
vein in a number of cases, this necessitating consid- 
erable dissection with possible injury to tissues. 
Quite a help to the correct localization of the vein 
can be derived from a simple procedure, which he 
has frequently employed and which is as follows: 
Distend the vein of the extremity by constriction 
near the groin or by lowering the extremity; place 
the open hand on the inner side of the thigh over 
the region of the vein where it is to be ligated. 
Now, by percussion over the distended vein below 
the knee, a thrill can be detected by the hand lightly 
held on the thigh. This thrill localizes the vein so 
accurately that a longitudinal incision can be made 
at once directly over the course of the vein. 
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NEW YORK, OCTOBER, 1912 

SUNLIGHT AS A CURATIVE AGENT IN 
LOCAL TUBERCULOSIS. 

The value of sunlight or helio-therapy in surgical 
tuberculosis is no longer a matter of doubt. Prob- 
ably the most striking work in this direction has 
been accomplished by Rollier of Leysen, Switzer- 
land, who has treated a considerable number of 
cases with remarkably successful results. The 
mode of action of sunlight in this condition has not 
been thoroughly elucidated. Probably we have to 
deal with the combined effects of the actinic (chem- 
ical) and heat rays. While ordinary or convective 
heat exerts only a superficial action, the rays of the 
Sim are far more penetrating, generating heat with- 
in the tissues, which manifests its beneficial influ- 
ence by increasing circulation and elimination, pro- 
moting nutrition, stimulating phagocytosis and 
thereby augmenting the vital resistance. It is also 
probable that the actinic rays exert an antibacterial 
action. 

Although sunlight would seem to be a common 
commodity, a generous supply is not everywhere ob- 
tainable. Rollier treats his patients at a place S,ooo 
feet above the sea level, and regards altitude as an 
important factor, but this view is not shared by 
many others. Thus, for instance, we find that a 
recent English writer, H. J. Gauvain (Lancet, Aug- 
ust lo, 1912) takes a contrary view of this matter 



and considers it a mistake to regard altitude and 
helio-therapy as synonymous. According to the in- 
vestigations of Hahn, Robin, Binet, Duclaux, Bar- 
bier and others, the actinic power of sunlight, evcti 
if intense on the mountains, exercises its greatest 
effect at the seaside. For this reason Gauvain pre- 
fers seashore to mountain sanatoria, especially in 
Great Britain, where the climate at the higher alti- 
tudes is damp, foggy, and very variable. 

While helio-therapy is always to be preferred 
where obtainable, there is good reason to believe 
that, to some extent, it can be replaced by the elec- 
tric arc lamp of high candle power or the marine 
search light. Investigations have shown that the 
light rays which they emit approximate in many 
respects to sunlight in therapeutic efficacy in the 
treatment of local tuberculous affections, and it 
would seem therefore that this method is well de- 
serving of a trial where helio-therapy is not feasible. 
Of course, the ideal condition must always remain 
a generous supply of sunlight in a dry, bracing at- 
mosphere. 



THE MANAGEMENT OF PERITONEAL 
WOUNDS. 

The discussion on wounds of the peritoneum, 
which was one of the chief topics at the recent 
meeting of the International Congress of Gynecol- 
ogy, presents some interesting contrasts of present 
with past, although not yet obsolete, methods. To 
judge from the views expressed, irrigation of the 
peritoneal cavity and drainage seem to be steadily 
losing ground, and this fact is the more striking 
since it was emphasized by the experiewces of gyne- 
cologists from all parts of Europe. Even the much 
used saline solution came in for a share of criticism. 
The tendency seems to be steadily growing that the 
peritoneum may, to quite an extent, be safely left 
to take care of itself, and that collections in the peri- 
toneal cavity are best removed by dry means, which 
are much less likely to injure or impair the vitality 
of this membrane than irrigation. The single ex- 
ception to this rule made by some of the. partici- 
pants in the discussion was in cases where the peri- 
toneum had been soiled by contact with stomach 
or bowel contents. Proper emphasis was placed 
upon the necessity of not introducing bacteria into 
the abdominal cavity from without, especially with 
the hands or from the patient's skin, and the wear- 
ing of rubber gloves was generally advocated. 

For establishing an approximately aseptic condi- 
tion within the abdomen attention was also called 
to the importance of complete hemostasis, of cover- 
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ing with peritoneum all raw or oozing surfaces, and 
of exercising the most scrupulous care in preventing 
or in immediately repairing any injuries of the vis- 
cera, particularly the intestine, bladder or ureter. 
Wertheim summed up his treatment very tersely in 
the following words: Avoid mechanical, chemical, 
and thermic irritation to the peritoneum; operate 
as dry as possible ; remove all necrotic tissue ; cover 
all defects with peritoneum ; and, if necessary, pre- 
vent retention by drainage per vaginam. The ques- 
tion of drainage, indeed, is still a vexed one, and 
the discussion revealed no consensus of opinion, 
although most of the participants were opposed to 
its use except under special conditions. 



success. The anesthesia induced is said to be more 
quickly developed than with ether and chloroform, 
the muscular relaxation obtained much more 
marked, and after-effects less frequent. Unless 
carried out by one thoroughly familiar with the 
technic, however, this method is not as safe as 
etherization, as evidenced by a number of fatalities. 
There is, nevertheless, sufficient reason for the 
beKef that the intravenous use of anesthetics will 
prove a valuable addition to our resources in cer- 
tain lines of surgery. 



INFUSION ANESTHESIA. 

At present we seem to be in an era of intraven- 
ous medication, and it is therefore not surprising 
that the idea of introducing anesthetics into the body 
by this route should have attracted quite some at- 
tention. At the last meeting of the British Medical 
Association an interesting discussion took place on 
this subject, from which it appears that the intra- 
venous use of ether presents a number of features 
that can be utilized to advantage in certain cases. 
According to Rood, who read the opening paper 
(Lancet, Sept. 14, 1912), this method obviates dele- 
terious after-effects, both gastric and pulmonary, 
tends to prevent shock, avoids irritation of the res- 
piratory tract, and may facilitate operation by plac- 
ing the anesthetist out of the way of the surgeon. 
From the description it would seem, however, 
that the apparatus is cumbersome, inconvenient and 
expensive, and that its use requires a well-developed 
technic. Another difficulty is the impossibility of 
infusing the saline ether solution at a blood heat. 
Rood found the method especially satisfactory in 
cases in which the patients had been in a bad condi- 
tion previous to the operation, as in ruptured gas- 
tric or duodenal ulcers, acute appendicitis, and in- 
traperitoneal hemorrhage, and it is not improbable 
that the saline solution introduced together with 
the ether may exert a beneficial influence in cases 
of shock or hemorrhage. On the other hand, the 
experience of other surgeons showed that after- 
effects of an unpleasant character are not as rare 
as was at first thought and may even be more fre- 
quent than after etherization in the ordinary man- 
ner. 

In this connection it may be interesting to note 
that the hypnotic hedonal has also been employed in- 
travenously, dissolved in saline solution, with some 



GYNECOLOGICAL HINTS. 

By Ralph Waldo^ M.D., New York. 

Before making a physical examination of the pa- 
tient the outer clothing and corset should be re- 
moved while she is in a sitting posture on the table. 
The heart and lungs should be first examined. She 
should lie on her back with the knees flexed on the 
abdomen. All bands should be loosened and the ab- 
domen thoroughly examined. This thorough exam- 
ination of the chest and abdomen will in many 
instances determine whether or not an operation 
should be performed on the genital organs. 

A highly padded table covered with a clean sheet 
is much better than an examining chair, and infi- 
nitely better than a bed for purposes of examination. 

For an ordinary examination very few instru- 
ments are required. A medium-sized bivalve spec- 
ulum, a small and medium-sized Sims' speculum, a 
Sims' depressor, and long dressing forceps are the 
instruments most frequently used. For a thorough 
exploration of the urethra, interior of the bladder 
and uterus, special instruments are required and 
only the expert will learn anything from their use. 

It is very important to differentiate between a 
caruncle and a protrusion, or, more strictly speak- 
ing, a prolapse of the urethral mucosa from the 
meatus urinarius. In the former condition thorough 
anesthesia of the affected part with a 2 per cent, so- 
lution of cocain and the application of a fine liga- 
ture will bring about a cure. On the other hand, 
if this method of treatment were resorted to in a 
case of prolapse, the condition would be rendered 
worse. Delicate plastic surgery with the patient 
under general narcosis is necessary for its cure. 

Vulvitis and vaginity are almost invariably asso- 
ciated, and if the former is cured the latter will 
usually disappear. 

In a few instances vulvitis is due to parasites, or 
other external irritants, and when the cause is re- 
moved the disease will vanish. 
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THE PSYCHIC EFFECTS OF ACCIDENTS.* 

By Tom. A. Williams, M.B., CM., Edin., 
Washington, D. C. 

The mental confusion, the concussion or com- 
pression of accidents is psychic, but not psycho- 
genic ; so they will not be considered here. They 
are, however, sometimes the source of the false 
ideas called postoneiric which must be considered 
auto-suggestions. The mental obtusion produced 
by a blow, moreover, exalts the suggestibility. 
This is too obvious to need further comment. 

The emotion excited by an injury may act as 
a perturber of the apparatus of internal secretion ; 
an accident which does not injure may create in 
a susceptible person so great a fear as to cause 
a sudden increase of secretion by the thyroid 
gland. The recent researches of Crile have shown 
that this occurs almost constantly in patients 
with hyperthyroidism when tlhey are frightened 
by the prospects of an operation. It occurs also 
in these subjects as a result of anxiety or unusual 
excitement. Crile believes that the thyroid gland 
is an organ by means of which there is rapidly 
available a store of an activating substance for 
the use of the neuromuscular apparatus when 
there is special need of its greatest power. Such 
an occasion is presented by the need for escape 
from danger. As the preservation of the species 
in locomotory animals may depend upon capacity 
to respond with the maximum of vigor against 
impending danger, there has developed through 
the long agency by phylogeny this special organ 
of storing and rapidly setting free, when required, 
such substances as the thyroid juice. But it 
would be a mistake to confine the need for the 
greater activation of the gland to physical escape 
from danger in the crude sense. In the higher 
animals life is no longer regulated by experiences 
purely phylogenetic, but by the instincts. It is in 
the main controlled by ontogenetic incidents, 
which we call experience and which modify the 
reactions in fashions incalculably complex. The 
determinations of these modifications we call as- 
sociation of ideas. Now, quite apart from the fear 
of bodily harm there is a vast series of possible 

* Read at seventeenth annual meeting of Association of Surgeons 
of Southern Railway, Washington. D. C, June 11-18, 191S. 



events which man seeks to avoid and which he 
apprehends as dangers from which to escape. It 
is reasonable to believe that psychological situa- 
tions of this kind are capable of reflexly demand- 
ing the hyperactivation afforded by the thyroid 
juice ; that is, fear from any source may create a 
temporary hyperthyroidism. 

That the thyroid secretion, however, is not the 
only one modified by emotion has recently been 
shown by a brilliant research of Cannon. He has 
demonstrated that the emotion of fear in animals 
is capable of stimulating the flow of adrenal se- 
cretion. He determined that in frightened ani- 
mals the blood from the adrenal vein is so rich 
in adrenal substance as to be capable of inhibiting 
peristalsis in an isolated strip of intestinal muscle. 
This is due to the presence of, in appreciable 
amount, the adrenal substance, since contact of 
the latter in a i : 1,000,000 solution with the intes- 
tinal strip will also inhibit peristalsis. 

We knew that the emotion of fear could inhibit 
gastric secretion, and Pawlow has shown that 
certain emotions of anticipatory joy can induce a 
flow of this secretion. 

While it lasts, the fear state presents marked 
physical symptoms. It does so through the in- 
tervention of the autonomic nervous system 
which cannot be controlled directly by volition 
except in rare cases and those only after much 
practice. One such case I saw in Philadelphia. 

This man, an athlete, has devoted much atten- 
tion to control of his reactions. He is able to 
provoke at will the pilomotor reflex which pro- 
duces the goose-skin appearance. He claims, too, 
that he can modify the rate of his pulse, but he 
did not succeed in demonstrating this clearly to 
me. He is able also to bring tears to his eyes by 
purely psychological means. Careful analysis 
shows that none of these reactions occur from 
pure willing. To produce them he has to assume 
a peculiar emotional state which he describes as 
one of mystery. His introspection of this is not 
clear enough for one to say that it is not a feeling 
of horror. He thinks it is not, because it is rather 
pleasant ; but the pleasure may be that of accom- 
plishing something for which he strives. The 
analysis need not further detain us, for I quote 
the case only to draw attention to the impossibil- 
ity of affecting the autonomic nervous system by 
direct volition and to show the need of the inter- 
mediary of emotion for provoking autonomic re- 
actions. 

The above case may be compared with the 
simpler one described by Babinski and which I 
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observed in Paris in 1907. This timorous young 
girl w^hout practice in control was so apprehen- 
siye of the pin scratch used to elicit the plantar 
reflex that she involuntarily drew up foot and 
leg at the approach of the pin, and then occurred 
pilo-motor contraction upon the skin at the upper 
and outer part of the thigh overlying the muscles 
which contracted in the defense reaction when 
one stroked the sole. The patient could not con- 
trol this response in any way and its strict local- 
ization was unlike that of the preceding case in 
which the goose-skin was general when it came 
at all. Of course these cases were somewhat pecu- 
liar, but horripilation is a very common reaction 
to alarm. Other common consequences are alter- 
ation of the pulse rate and blood pressure. The 
frequency may become more or less than normal 
and the pressure may be raised or lowered ; per- 
haps these differences depend upon the neurologi- 
cal type, or they may be expressions of the varying 
responsiveness of the ductless glands in various 
individuals or at different times. 

Upon the digestion the effects of alarm are well 
known to be mal-appetite and constipation with 
all their accompaniments. Upon the respiration 
fear acts by a complete arrest followed by ex- 
altation, or mere shallowing may ensue. It is a 
consequence of the inhibition of muscular activity 
known as fear paralysis. This may be regarded 
as a phylogenetic mechanism for stabilizing the 
individual preparatory to eflficient action. The 
eflFect of terror upon the flow of urine and control 
of the bladder needs only mention. TZven the 
ancients knew too how fear arrested the sexual 
functions. But the autonomic modifications of 
secretions soon cease as the fear-shock of the ac- 
cident fades, and in a few days at most the animal 
experimented upon or the human being insulted 
resumes stable equilibrium. 

Psychogenetic Factors in Modifying Ideas and 
Feelings and Acts, This benign eventuality, how- 
ever, is often prevented in human beings by the 
property they possess of reviving in memory the 
ideas which clothe situations with horror, apprehen- 
sioft, anxiety. Especially prone to this damaging 
sequence are persons whose imagination has been 
made rampant by the cultivation of the credulous 
fears of childhood. Their fear reaction to that 
which -they do not understand is a dominant one, 
and they are easily beset by an idea linked with 
fear; The commonest of the fears which result 
from accident or injury is that of bodily harm. It 
is very hard for a person of this type, when igno- 
rant of his own structure and functions, to shake 
off the foreboding created by an impressive catas- 



trophe, and it must not be forgotten that what oth- 
ers regard as trifling the victim may lode upon as 
a catastrophe judged by its possible effect on him. 

Prepossession by the idea of erne's own disability 
is an inevitable consequence. This leads to abstrac- 
tion from and inattention to the affairs of ordinary 
life, which, if not trifling by comparison, in the pa- 
tient's mind, at least, cannot claim the consideration 
properly needed. Hence ensues the well-known 
diminution of the capacity to think, work or take 
part in social life. This incapacity when the pa- 
tient becomes aware of it leads him to still further 
accentuate the import of his injury and thus to en- 
hance his alarm about his health. Thus is consti- 
tuted the vicious circle of hypochondria. Even a 
nosophobia may ensue, such as the fear of lost man- 
hood, insanity, paralysis. Alarm at this impending 
disaster must of course be distinguished from the 
primary alarm due to the accident itself. 

The next step in the drama is the reaction against 
the actual absence of physical signs of injury and 
the reassurances of medical men. This takes the 
form of an unconscious search by the patient for 
justification for his belief that he is indeed dam- 
aged. Hence arise the familiar exaggerations and 
falsifications of symptoms. These are made in 
perfectly good faith and honest belief, but they lead 
to simulation, though it be of disease pictures pre- 
viously in mind or acquired in the course of the 
disorder. 

It is only after the patient begins to be ccMivinced 
in his heart that he is mistaken that there ensues 
the deliberate self-deception, the desperate effort 
to preserve the respect of himself and his friends 
that he feels he would lose by admitting the absence 
of physical disorder. 

By this mechanism may spring what Brissaud 
called synistrosis, the desperate determination in 
sickness against all conviction of error. Even a 
favorable settlement of a law suit may not remove 
this attitude; only skillful psychotherapy will do so, 
and in severe cases considerable treatment. 

The Trauma is Not Psycho-pathogenic. In 
itself neither trauma nor emotion can produce 
synistrosis or traumatic hysteria. The real factor 
is the ideational complex in the patient's mind. It 
is the idea he has of the consequences of his acci- 
dent and not the emotion of the accident itself 
which maintains his abnormality. The psychological 
mechanism at work may be termed suggestion. Its 
modification is the same whether there is an acci- 
dent or not. Illustrations may be found in the fol^ 
lowing cases : 

A chief clerk, aged sixty-four, always rather pe- 
culiar in disposition, was seen wiflrpr.Xla)rton be- 
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cause of hemiplegia, which occurred suddenly, ap- 
parently in his sleep one night. He had no pain, 
but was numb all over, could not get up properly, 
stuttered, lisped, his tongue seemed tied. At ii 
a. m. Dr. Clayton found the right eye wider than 
the left (equal next day), and that all movements 
could be made, but the right grip was weaker than 
the left. He thought it hysteria on account of the 
history. As in a few days he became completely 
hemiplegic, Dr. Clayton being doubtful, I then saw 
him. 

Deep Reflexes, These were equal and not ex- 
aggerated, but volitional contraction suppressed the 
right gluteal reflex. The right toe extended on 
stroking the sole. This, however, was done volun- 
tarily. We shall discuss this later. 

Motility. The right arm was quite motionless, 
but moved when he yawned; the leg moved with 
difficulty ; the contralateral synergic responses were 
equal, however. He stuttered in speaking. 

Sensibility was normal. 

Psychic Examination. This showed the patho- 
genesis. He was prone to old-maidishness and dys- 
peptic all his life. He was subject to petty worries 
and easily annoyed. Latterly he had feared losing 
his position to a pushing subordinate, and little fam- 
ily worries had occurred. A son had studied med- 
icine, and he himself often had gone to the lectures, 
by which knowledge he understood the mechanism 
of his affection to be **a failure of the will to con- 
nect with what moves the arm.*' He defied me to 
make him move the arm by suggestion. 

Treatment. The patient entirely acquiescing, I 
explained the fault was not in the connection, but 
in the controller himself, and admitted my inability 
to make his arm move, but declared that he could 
by practice. Having disarmed him thus, I easily 
inaugurated movements on the spot by suggestion, 
and he flexed and rotated the forearm and moved 
the fingers. Then his wife and doctor were called 
and shown the improvement. An encouraging prog- 
nosis was given, and a week's horseback tour ad- 
vised. The iron was not struck while hot, so he 
did not recover for some time, but is now well. 

Hysterical ' Hemiplegia Complicating Various 
Bodily Disorders. A woman of forty-one was seen 
with Dr. Nichols because of severe neuralgia of the 
left face, left hemiparesis, peculiar dreamlike crises, 
hysteria and nervous breakdown. An osteomyelitis 
had been present since infancy; she was supposed 
to have had gallstones ten years before, since when 
she had been constipated until relieved by agar 
prescribed by Dr. Nichols. The neuralgia had oc- 
curred from a chill at a funeral three years ago. 



It had lately been accompanied by headache on the 
left side, during which the face burned, actually 
feeling hotter to the touch. Emesis was not pres- 
ent, and there was no family history of migraine. 

Six months before, she had fallen on her right 
hand in an elevator and next day the left arm was 
paralyzed. Improvement took place after a verdict 
against the owner of the elevator and direct sug- 
gestion. But she constantly wore a leg brace and 
walked with great difficulty. She was taking many 
narcotics and possibly a good deal of alcohol. The 
dreamlike attacks were those typical of toxicosis, 
and I believed were accounted for by the narcotics 
in which she had indulged. She was tearful, rest- 
less, frightened, and at times querulous from the 
same cause. 

Examination. The deep reflexes were exagger- 
ated, the right patellar more than the left. There 
was a false clonus* when the left ankle joint was 

Motility. There was no tremor and the diado- 
cokinesis was good. There was no other motor 
deficiency except an apparent incapacity of the left 
arm and leg. In reality, however, the resistance of 
these was quite good when she zvas unazvare that 
I zvas testing it; and the unconscious movements 
she made in bed were performed without any de- 
ficiency. I was able to produce a slight improve- 
ment in the volitional movements on the left side. 

Sensibility. At first there appeared to be a loss 
to coolness, touch and vibration stimuli on the left 
leg, but it was ver>' easy to suggest that she was mis- 
taken, and she then readily both felt and localized 
these stimuli, except that she still declared that she 
could not feel vibrations in the lower limbs, espe- 
cially the left. I could not demonstrate the falsity 
of her belief in this respect. There was hyperesthe- 
sia to pin pricks, and even sometimes to touch, over 
the left leg, thigh and face, and she declared that 
the neuralgic points of \^alleix were still more sen- 
sitive. The visual fields were apparently restricted 
towards the left at the beginning of the examina- 
tion; but a very little address soon showed that 
there was no restriction whatever of the form field. 
The red field seemed limited bi-laterally. The only 
other abnormality found was a deformity of the 
turbinate bones. 



1 By a false clonus is meant a series of contractions 
of the sural muscles, produced by the will, and not due 
to the successive stimuli by which a true clonus 
stretches the muscle during recoil of the joint. The 
false clonus is detected by the irregularity in extent 
and duration of the individual movements and by the 
great difference of interval between the several move- 
ments. Unless a kymographic record is made, the dif- 
ference is hard to detect unless one is experienced, 
forcibly flexed. 
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Diagnosis and Prognosis. Although there was 
some physical disability from the old osteomyelitis, 
the condition of the reflexes and the absence of 
marked muscular atrophy showed that her inca- 
pacity was not due to organic disease of the nervous 
system, which would have caused marked reflex 
differences on one side of the body, with spastic 
phenomena and extensor plantar response, or would 
have produced a marked muscular atrophy, with or 
without loss of sensibility quite diflFerent in type 
to that found. Besides, the hemiparesis ceased 
while the patient's attention was distracted and 
could be modified by suggestion. It was therefore 
hysterical; and it was only increased by the leg- 
brace, which fortified the patient's faulty notion 
regarding her left leg. 

The so-called hysterical mental state, however, 
had a quite diflFerent source, being in reality toxic 
and therefore unamenable to psychotherapy. The 
prognosis of this, however, was quite good if the 
cause were suppressed. 

Treatment, (i) To cease taking drugs, using 
physical measures to promote rest, sleep and im- 
proved nutrition, taking a bland diet. (2) Leave 
oflf the leg brace. (3) Re-educate the sensibility of 
the face and leg. (4) Finally explain the nature 
and genesis of the condition and re-educate the 
patient to a better understanding of herself, and 
how to prevent a recurrence of her disorder by a 
better planning of the somewhat strenuous business 
life which she led. 

This Dr. Nichols did, and the sensibility recov- 
ered, the paralysis ceased, the dream states no 
longer occurred, and the patient returned to work 
a diflFerent woman, until alcohol, some months later, 
produced another breakdown of which I have not 
the details. 

Hysterical Prurigo. A girl, aged nine, came to 
the dispensary on account of itching of the right 
side of the face. Her frequent scratching had kept 
up a pityriasis. This had begun two years before 
after her father had for some weeks suflFered much 
from a furuncle, when he had itched all over, 
scratched much, and spoken of it a great deal. He 
still did so when he ate pork, thinking that it made 
him itch. The little girl had only one boil on the 
right heel, and this she feared to scratch. It did 
not appear that the child's face had really been dis- 
eased, but I believed that the eruption was kept 
up by a morbid impulsion ; so I prescribed sulphur 
ointment with the object of inculcating belief, 
impressed upon mother and child the need of never 
touching the face, and assured them that the itching 
would totally disappear in two weeks, which pre- 
diction was verified by the result. 



Hysterical Typhlitis after Appendectomy, A 
girl of twenty was seen with Drs. Watkms and 
Stavely because of recurrences of right iliac pain 
with nausea and vomiting, but normal temperature 
and pulse, since three months. Two months before, 
the appendix had been removed for similar symp- 
toms and found little changed, though containing 
a concretion of lime. At the time, the ovaries and 
gallbladder were found normal. The pains recur- 
red every few days and lasted some hours, and 
were relieved by morphin or the Scotch douche. 
Examination showed only a psychogenic hyperes- 
thesia in the right iliac fossa, controllable by indi- 
rect suggestion. Some sacral atonia, a slight retro- 
version, and intestinal sand could not explain a 
manifestly psychogenic tenderness. After being 
convinced that a determination to conquer a long- 
ing for the comfort and anodynes which sickness 
brings would cure her, she went back to her home 
and remains well. 

It has been stated that a lawsuit is necessary to 
create traumatic hysteria. That this is not known 
is shown by the following case, where the idea of 
entire disability, created by the presense of a 
partial disability due to an accident, was very 
simply removed by psychotherapy without ques- 
tion of indemnity. 

An Incapacitating Hysteria Engrafted upon a 
Hematomyelia of the Right Hand and Arm Seg- 
ments. A man of twenty, apprenticed machinist 
since the age of sixteen, was seen with Drs. Conk- 
lin and Lewis Taylor in June, 191 1. Two years 
before, the patient had dived to the bottom of a 
creek. The concussion which ensued kept him 
in bed with severe headache and unable to move 
for three days. Urinary incontinence lasted one 
day. He vomited at first. For nearly a year he 
was unable to walk without severe staggering, 
and his speech had been very diflScult and still 
remained slow. He complained also of great 
sleepiness, and diflSculty in holding his water, so 
that he was quite unable to go to work, more es- 
pecially as the right hand was partly wasted and 
paralyzed, and he feared that what he knew to 
be an organic nervous disease might be aggra- 
vated by exertion. There was loss of sexual 
power. The boy was normal wnth the exception 
of the following abnormalities: 

Reflexes. Tlie right plantar was absent, but 
there was inversion of the foot on stroking the 
sole. The right triceps was diminished. 

Motility. There was weakness of the extensors 
of the third, fourth and fifth digits of the right 
hand to an extreme degree. The opposition of 
the thumb was not quite weak. The grasp of 
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the hand and flexion of the wrist were relatively 
stronger. The abduction of the wrist was strong, 
the abduction of the fingers was quite weak. 
There was no other distinguishable weakness of 
the forearm. 

Sensibility. He complained of a perpetual ting- 
ling down the right leg, which occurred with each 
beat of the heart, night and day, except during 
sleep. But there was no difference on the two 
sides in the perception of coolness and warmth, 
and the sense of attitudes was now normal, al- 
though he stated that for two months he was un- 
able to recognize the position of his limbs. I 
could not, however, satisfy myself that he really 
felt less intensely than he alleged on the right 
leg when stimulated by the tuning fork and the 
point of a pin, so that this hypo-esthesia might 
have been suggested during my examination. A 
suspicion of its psychogenic nature was corrobor- 
ated when I found that although he declared he 
would sway when he closed his eyes, he did not 
actually do so when his balance was deprived of 
the assistance of his vision while I pretended to 
be examining the eyes. 

Diagnosis and Prognosis. The abnormalities of 
the reflexes, motility and subjective sensibility, 
as well as the slow speech and difficult retention, 
were considered due to organic changes, very 
probably hematomyelic, resulting from the blow 
on the head in diving. They were not amenable 
to treatment, but by no means incapacitating; 
for even the grasp of the right hand was fair and 
the right thumb could be opposed so that he 
could handle a tool. The prognosis as to effi- 
ciency was therefore good. 

Treatment, Accordingly he was explained the 
organic nature of the part of his difficulty; he 
was also told that the disease was not progressive 
and would not be exaggerated by work, which 
would, on the contrary, improve him in every way 
and very likely rid him of his heavy feelings. I 
recommended him therefore to begin work and 
behave as if he were quite well. This he did, 
with the result that he continued at work and is 
in excellent condition at the time of writing, six 
months later. 

No commentary should be needed to show that 
this boy's idleness proceeded not from actual dis- 
ability, but from the idea which he and his people 
held regarding »his condition. He was the victim 
of a false fixed idea that he was gravely ill, and 
this suggestion was the cause of his incapacity 
when I saw him, while the organic destruction 
of the' central nervous system had at that time no 
direct sig^nificance in that respect. 



Finally simulation must be considered. Two 
striking illustrations follow: 

The patient was a young negro accused of mur- 
dering his wife, seen in consultation with Dr. 
Shute, the jail physician, on account of a sus- 
picion that he was a case of dementia precox. I 
was informed that some physicians believed him 
hysterical, and that others thought he was suffer- 
ing from syphilis of the nervous system. 

On examination, I found a well developed man 
who showed no abnormalities of motility. 

Reflexes, The knee jerk was made very vio- 
lently (the explanation of this will appear), but 
there was no corresponding excessive reaction 
on tapping the tendon Achillis, nor was there 
extension of the great toe when the sole was 
stroked. The abdominal, cremasteric, conjunc- 
tival and pupillary reflexes were present and 
equal. 

Sensibility, His suspicions: He was very un- 
willing to close his eyes for my examination of 
the sensibility, and, when touched by wool on 
the right side, opened them and jumped in alarm. 
He stated that he could not feel at all on the 
left side, but all his responses were made after 
much delay and he was evidently suspicious and 
alarmed. The sense of attitudes was not lost; 
for though he pretended not to know in what 
position I had placed his left foot, he imitated 
that position when asked to do so. He declared 
that he could not feel the increase as I gradually 
augmented to 15 kilograms my pressure on the 
left shoulder. As he was unsupported and in 
the upright position, he must have been con- 
scious, at least, of the muscles of the opposite 
side acting to maintain his attitude. Of course, 
even had the impulses from the muscles on the 
affected side been interrupted, as he pretended, 
the sound side would have detected the pressure, 
but he persistently declared that he felt nothing 
at all. 

The diagnosis of simulation was clinched by 
the fact that though he pretended not to feel a 
pin prick anywhere on the left side, yet when I 
distracted his attention by making him examine 
some pictures I had brought to elucidate his mental 
state, and jabbed him unexpectedly with a pin 
in the lower part of the left chest, he not only 
started violently but placed his hand over the 
spot, and first looked down and then at me. As I 
gave no sign, he slowly returned his eyes to the 
examination of the picture. The visual fields 
were not contracted. 

As to his mental state, though it was apparent- 
ly very dull, the stupidity he affected did not ac- 
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cord with the results of the tests I made. When 
I asked him how long he had been in jail he pre- 
tended with a vague stare not to know, eventually- 
saying, "Two-three years." (He had only been 
a few weeks.) 

By adopting a matter of fact manner and ig- 
noring his expectations of meeting with the in- 
credulity to which he had evidently been accus- 
tomed, I succeeded in learning that he had been 
a footman to a gentleman in the government ser- 
vice, who lived in a hotel and kept a white maid 
and a colored coachman who lived out. He did not 
admit, however, the remembrance of his name. 
His intelligence was thus of too low a grade even 
to pretend a tenable amnesia, I then showed 
him the pictures, in which at first he pretended 
not to recognize a tree, but later he saw the ab- 
surdity of his first statement that a man was hold- 
ing in his hand a stick, when in reality it was a 
hose from which water was issuing, for he not 
only saw the absurdity when told, but detected 
the break in the hose. (My experience shows 
that not every individual, even of good intelli- 
gence, detects this discrepancy.) In another case, 
he recognized that a horse pulling a sled up hill 
was not properly hitched, the chain not being taut 
(this discrepancy is rarely detected by patients). 
He thus showed a power of perception utterly at 
variance with the stupidity he alleged to me and 
to previous observers. Some weeks later, he was 
said to have contractions of visual fields. On 
examination he again alleged hemianesthesia, but 
I again tripped him up on one occasion, although 
several methods failed on account of previous ex- 
periences. However, he ultimately confessed to 
feeling pin pricks on the back of his hand. He 
related various events to me quite clearly and 
accurately. 

Being given the benefit of a doubt, which 
should not have existed, he was sent to the 
asylum; and I am informed that now he showed 
no somatic symptoms, and merely the mental 
state of belonging to a low type of intelligence 
without any psychosis. 

I should add that the hemianesthesia presented 
the character of the hysterical type, that is to say, 
it was absolute, aflfected all segments equally, and 
reached the mid-line exactly. Whether its source 
was in medical suggestion or simple simulation 
could not be ascertained; for, of course, the pa- 
tient did not confess, and the numerous medical 
examinations which had been made without the 
precautiwis upon which Babinski has insisted 
aflford a strong presumption of suggestion of med- 



ical origin, since it is the commonest source of 
anesthesia of this type. The exaggeration of the 
knee jerks was a voluntary one, and can be easily 
simulated, as anyone can prove by trying it. This 
mode of reaction can be detected by an ex- 
perienced observer. It probably was the result 
of the interest shown in it at the first examin- 
ation. 

The case was clearly, then, one of simulation 
from desire to avoid punishment for the crime 
he had committed. The form in which the symp- 
toms manifested themselves was determined by 
the faulty technic in previous medical examina- 
tions. The fault was similar to that stigmatized 
by Soury when he criticized Rainaldi's localization 
of cortical centers in conformity with the symp- 
toms manifested on tapping different parts of the 
crania of patients during hypnotism. **The symp- 
toms corresponded with the text-books which the 
different experimenters had read." What the 
observers had described was the result of their 
own suggestion. 

And so it was in this case, both for the hemi- 
anesthesia and the knee jerk. Moreover, by his 
mental reaction, the patient did his best to con- 
form to the dementia syndrome which his inter- 
locutors had in mind. But when a precise and 
rigorous method of examination had been pur- 
sued, a very different picture presented itself, 
that of deliberate simulations in an ignorant per- 
son of low intelligence. 

{To be Continued.) 



ASSOCIATION OF SEABOARD AIR LINE 
RAILWAY SURGEONS. 

The following has been received from Dr. J. W. 
Palmer, Secretary and Treasurer of this Associ- 
ation : 

'*Our next meeting — the eleventh annual meet- 
ing of the Association of Seaboard Air Line Sur- 
geons — will be held in Tampa, Fla., October 30tli 
and 31st. Preparations are being made to make 
this one of the most profitable, pleasant, and en- 
joyable meetings in the history of the Association. 

'The scientific part is the most important feature, 
and we can not have a successful meeting without 
papers ; therefore, I ask you to read us a paper. At 
least, give us a report of some of your interesting 
cases. Send me title of same at once, so it may 
appear in the temporary program. 

'* Begin to make plans and arrangements to at- 
tend, as we want ever}- member and his entire fam- 
ily to be with us at the meeting." 
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Just as we were going to press we received the 
program of the meeting, which, we regret, reached 
us too late to find insertion in this issue. From the 
list of excellent papers and social features pro- 
vided, we feel confident that both from a scientific 
and social standpoint this session will surpass every 
other in the history of this Association. 



Book Notices 



A Treatise on Fractures and Dislocations. By Lewis A. 
Stimson, B.A., M.D., LL.D., Professor of Surgery in 
Cornell University Medical College, New York. New 
(7th) edition, thoroughly revised. Octavo, 930 pages, 
with 459 engravings and 39 plates. Cloth, $5.00, net. 
Lea & Febiger, Publishers, Philadelphia and New 
York, 1 91 2. 

If the question were asked which is the best *'all 
around" text-book on fractures and dislocations, 
most of us doubtless would reply without hesita- 
tion — Stimson's. The popularity of this work is 
clearly evidenced by the fact that it has gone 
through six editions. In this, the seventh, the main 
additions deal with the subject of treatment. As 
we have had occasion to mention in previous issues 
of this journal. Dr. Stimson is not inclined to ac- 
cept Lane's teachings as to the necessity of oper- 
ative measures in the majority of fractures, but 
maintains an attitude of judicious conservatism as 
will be seen from the following remark: "I still 
feel that the advantages claimed are inadequate to 
offset the discomforts and risks of the operation, 
and that in most hands even those advantages w^ould 
not be obtained; that external splints would still 
be needed for fixati(Mi, and that suppuration fol- 
lowed by delay in union or death would frequently 
occur." Other interesting additions are on the treat- 
ment of old dislocations, the section on fractures 
of the small bones in the hand and foot, and frac- 
ture of the external tuberosity of the humerus. 
The many excellent illustrations, which have always 
characterized this work, have been supplemented by 
more than one hundred others, from photographs 
and skiagrams. The book is one which may be just- 
ly claimed as indispensable in every doctor's library. 

—P. J. R. 

The Treatment of Fractures by Mobilization and Mas- 
sage. By James B. Mennell, M.D., B.C., Cantab, etc., 
Late Resident Medical Officer of St. Thomas' Home; 
House Surgeon, Casualty Assistant and Clinical As- 
.sistant to the Physical Exercise Department, St. 
Thomas' Hospital. With an Introduction by Dr. Lucas- 
Championniere. London: MacMillan & Co., Limited. 
This book is timely, coming as it does when there 

is an awakening on the subject of fractures with a 
tendency to pay more attention to their pathology 
and to substitute a more rational treament for many 



of the time-honored methods handed down from 
"the fathers." 

Dr. Mennell comes frcm the clinic of Prof. 
Lucas-Championniere of Paris, one of the world's 
greatest surgeons, bringing with him, to his work 
in St. Thomas' Hospital, London, much of the en- 
thusiasm and some of the methods that have made 
that distinguished teacher so successful in his frac- 
ture work. 

Much of the book is devoted to the patholog>' of 
the soft parts with the evil results of too much im- 
mobilization. All this is good and makes it well 
worth the reader's time. Yet, in our opinion, and 
this seems to accord with that of many leading 
American surgeons, Dr. Mennell's attitude toward 
bony deformity is extreme. He has been somewhat 
carried away by his enthusiasm and would treat the 
displacement of bony fragments as a matter of sec- 
ondary consideration. No doubt in the hands of a 
man of the genius of Lucas-Championniere, or of 
a surgeon who has spent a long term in his clinic 
and has got his methods at first hand, this may do 
no harm, but it is dangerous teaching for the aver- 
age surgeon, and will do much to prejudice many 
against the book and the methods which it advo- 
cates. 

Mr. Lane, Dr. Murphy and others are doing so 
much to show us the evil results of bony deformity 
that we must accord these results, at least, an equal 
rank with changes in the soft parts due to fracture 
and its mistreatment. 

The early massage of the whole limb, even before 
the fracture is reduced, kept up at frequent inter- 
vals during the whole treatment, would, we fear, 
in the hands of any but the most skillful do much 
harm. The same may be said of the early mobiliza- 
tion of nearby joints. 

The book is mechanically well done, and the au- 
thor has a happy style which makes it interesting 
reading, though sometimes one wishes he had con- 
densed a little. The illustrations seem too few in 
number for such a work. 

The author has done an excellent service in af- 
fording English readers an opportunity of learning 
the use of mobilization and massage as applied to 
fractures by Lucas-Championniere. While we do 
not predict a general adoption of these methods by 
American surgeons, it will open our eyes to the dan- 
gers of too long immobilization, make Volkmann's 
contractures less frequent, help us to understand 
the cause of the long period of loss of function fol- 
lowing so many of our fractures, and teach us to 
use massage and mobilization at a much earlier date 
in the after-treatment. 
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The introduction by Prof. Lucas-Championniere 
commends Dr. Mennell's book and his work. He 
emphasizes the importance of gentleness in mas- 
sage and calls attention to the fact that it differs 
radically from that used by the masseurs, points out 
the dangers of immobilization and bandaging as 
commonly practiced, and condemns the routine 
treatment by operation. It is unfortunate that this 
chapter ^ould be in French. — A. W. C. 

An Anatomical and Surgical Study of Fractures of the 
Lower End of the Humerus. By Astley Paston 
Cooper Ashhurst, A.B., M.D., Prosector of Applied 
Anatomy in the University of Pennsylvania, Surgeon 
to the Out-Patient Departments of the Episcopal and 
Children's Hospitals of Philadelphia, Assistant Sur- 
geon to the Philadelphia Orthopaedic Hospital, Fel- 
low of the College of Physicians of Philadelphia, of 
the Philadelphia Academy of Surgery, etc.. The 
Samuel D. Gross Prize Essay of the Philadelphia 
Academy of Surgery, 1910. Philadelphia and New 
York: Lea & Febiger, 1910. 

Dr. Ashhurst's book is a real contribution to our 
knowledge of fractures of the lower end of the hu- 
merus. He first calls our attention to some fea- 
tures of the anatomy of the joint, the mechanics of 
its movements and the steps in the development of 
the bones of the child. These are well illustrated 
with drawings and x-ray pictures. 

By a series of experiments on the cadaver, he 
shows the effects of violence on the elbow-joint, 
both direct and indirect. These he illustrates by a 
number of photographs. He shows us why placing 
the arm in a position of acute flexion tends to draw 
the bony fragments into place, emphasizing the ac- 
tion of the triceps more than that of the stretched 
capsule, as has been previously taught. 

He takes up each variety of fracture in detail, 
giving causes of fracture, symptoms, relative fre- 
quency, methods of diagnosis, treatment, and a sum- 
mary of results, all illustrated with skiagrams and 
drawings. Then follow reports of 56 cases taken 
from his own service, and all, with one exception, 
treated by hyper-flexion. These are all, except one, 
infants, children or adolescents, the average age 
being six and one-half years. 

His series illustrates well the various fractures 
to which the lower end of the humerus is liable, in- 
cluding seven cases of separation of the epiphysis. 
It is interesting to compare the causes of these frac- 
tures — falls on the outstretched hand, falls on the 
flexed forearm, falls striking on the elbow, falls 
with the arm under the chest and a mother lifting 
her child with one hand — the majority being due to 
indirect violence. 

In summing up his results he classes those cases 



as "perfect" in which the patients have full flexion 
and extension with no loss of the ^'carrying angle.'' 
Of the 47 cases traced, 81 per cent, are "perfect/* 
8 per cent, have limited motion, 8 per cent, cubitus 
varus and 2 per cent, valgus. These results are 
rather remarkable when we compare them with 
other reix)rted series, by such men as Coenen, Cot- 
ton, Destot and Hilgenreiner, with "perfect" results 
ranging from 21 to 28 per cent. 

In his treatment he emphasizes the following 
points : 

1. Reduce at the earliest possible moment, using 

over-extension, traction and manipulation 
with the fingers. 

2. An anesthetic is rarely necessary (used in only 

two of his series). 

3. Put up the arm with a roller bandage in hyper- 

flexion, without a splitit, the whole limb 
hanging free from the shoulder, but the 
hand tied to the neck. 

4. Put up the forearm in the same (antero-pos- 

terior) plane as the arm to preserve the 
"carrying angle." 

5. Begin to increase the angle in two weeks, 

reaching a right angle in twenty to thirty 
days, after which the forearm is carried 
in a sling. 

6. No passive motion is used. Active motion by 

the patient himself is begun after consoli- 
dation occurs. 

7. In only one case was operative treatment used 

and that some months after to release a 
nerve. 

An interesting feature is the begirining of faulty 
treatment in a number of cases — often an internal 
angular splint applied by an interne — ^the skiagpram 
showing the fragments unreduced. Then another 
picture taken after putting the elbow in hyper-flex- 
ion shows the fragments well reduced. 

It is gratifying to know that good functional re- 
sults can be obtained in so large a proportion of 
cases of a class of fractures regarded by most writ- 
ers as offering a gloomy prognosis. 

Ashhurst's original investigations on the mechan- 
ism of the joint and the causes of the various forms 
of fractures add an important chapter to our knowl- 
edge of this subject. 

The x-ray pictures are often disappointing and 
leave much to the imagination, but in many cases 
this is, no doubt, due to faults in printing. 

—A. W. C. 
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Treatment of Tubercvilosis by Means of Arti- 
ficial Pneumothorax. — Dr. von Geeraerd (Jour. 
Med, de Brux., Wiener klin. IVochensch., No. 38, 
1912) reports that Foramitti's method of estab- 
lishing an artificial pneumothorax in order to pro- 
duce collapse of the lung in tuberculosis has been 
successfully resorted to in numerous cases, as shown 
by the subsidence of the symptoms and anatom- 
ically by the cicatrization of cavities. Owing to the 
improvement in the technic unpleasant accidents 
during the operation are much less likely to happen. 
The procedure is indicated only in unilateral pul- 
monary tuberculosis or in cases in which the con- 
dition in the other lung is curable. Acute tuber- 
culosis is a contraindication, but in the subacute 
form, with caseation and broncho-pneumonia, good 
results have been obtained, while in patients with 
hemoptysis it may be even a life-saving measure. 
The presence of dense pleural adhesions renders 
it impossible to establish an artificial pneumothorax, 
but if they are not too firm an attempt can be made 
to separate them. Even a partial pneumothorax 
may effect a cure. The method is also contraindi- 
cated in the presence of intestinal tuberculosis. 
Among the complications of the operation are air 
embolism, the so-called pleural reflex, subcutaneous 
emphysema and hydrothorax. Air embolism can 
be avoided by careful technic and is not dangerous 
if oxygen is administered. The pleural reflex, 
which makes itself manifest by syncope and epilep- 
tiform attacks, is very rare, while subcutaneous 
emphysema and hydrothorax are not to be regarded 
as serious complications. In a cured case the col- 
laspsed lung is converted into a fibrous mass with 
cicatrization of cavities. The curative effect is due 
to the immobilization of the lung, the compression 
of the lymph channels, and the exclusion of oxygen 
from the tubercle bacilli, which, being aerobic mic- 
ro-organisms, are thereby interfered with in their 
grow3i. Among nineteen cases reported by Geeraerd 
the operation could not be carried out in four in- 
stances; in five it was completely successful, and 
in four it was followed by improvement, only one 
failure being recorded. The results are the more 
satisfactory since the method was employed only 
in patients living under wretched conditions with ad- 
vanced tuberculosis. 

Uterine Cancer. — Dr. G. Kamperman {Jour, 
Mich. S. M, S., Sept., 1912), from a study of 212 
cases, formulates among others the following con- 
clusions: I. Cancer holds fifth place as a cause of 
death in Michigan. 2. During the last five years 
the death-rate due to cancer in Michigan has in- 
creased 15 per cent. 3. Among gynecologic pa- 
tients one in every twenty-five has cancer of the 
uterus. 4. In five-sixths of all cases the disease is 
primary in the cervix, and in one-sixth it is primary 
in the fundus. 5. The age limit is wide, from 28 



to 75 years. The average age is 48 years. 6. Car- 
cinoma of the cervix occurs most frequently be- 
tween 35 and 55 years of age; carcinoma of the 
fundus between 45 and 65 years of age. 7. Carci- 
noma of the fundus develops over a longer range 
of years than carcinoma of the cervix. 8. Patients 
with cancer of the cervix present a history of child- 
bearing in 92 per cent, of all cases. Among patients 
with cancer of the fundus the percentage is 72. 
9. Heredity has very little part in the development 
of uterine carcinoma. 10. Carcinoma of the uterus 
can be cured by operation. In order to obtain a 
cure, however, the diagnosis must be made early. 

11. The early diagnosis depends on giving close at- 
tention to the earliest symptoms. An increase in 
bleeding in a woman aproaching the menopause de- 
mands a careful investigation and a microscopic 
examination of tissue from the cervix and fundus. 

12. The first symptom of carcinoma of the uterus 
in 73 per cent, of cases is an increased menstrual or 
an irregular inter-menstrual discharge of blood. 13. 
Watery and foul discharge and pain are symptoms 
occurring at a later stage of the disease. 14. Car- 
cinoma of the uterus occurs in many healthy and 
robust looking women. Cachexia occurs only in 
advanced stages of the disease. 15. The radical ab- 
dominal operation offers the only absolute cure for 
carcinoma of the cervix. Carcinoma of the fundus 
can be cured by a less radical operation. 16. In in- 
operable cases temporary relief can usually be se- 
cured by a palliative operation. 17. Most of the 
patients afflicted with this disease die either from 
some terminal infection or from uremia. 

Simple Fractures of Long Bones in Children* 

— Mr. H. H. Sampson (Lancet, Aug. 17, 1912) 
sums up his views on treatment in the following con- 
clusions: I. The treatment of simple fracture by 
open operation gives more perfect results than can 
be obtained by any other method at present in gen- 
eral use. 2. With reasonable care the dangers of 
such treatment are negligible. The mortality has 
been nil, and no instance of wound infection has oc- 
curred in a complete series of cases. 3. The inser- 
tion of a metal plate gives no trouble after a clean 
operation. 4. Operative treatment should be ap- 
plied to recent fractures, and not reserved for the 
imperfect results of conservative measures. The 
chance of a perfect result being obtained is dimin- 
ished by the length of period which elapses between 
the accident and the operation. 5. Rarefying oste- 
itis and sinus formation do not occur after a clean 
operation. 6. In view of these results it is reason- 
able to urge the more extended adoption of Mr. 
Lane's methods for the treatment of simple frac- 
tures. 



Carbon Dioxide Treatment of Ncvi. — Mr. J. L. 
Bunch (Brit, Med. Jour., Aug. 10, 1912) during 
the past two years and a half has treated over 2,000 
nevi by solid carbon dioxide, apart from other skin 
diseases. For stellate, capillary, cavernous, and flat 
pigmented nevi the method is excellent, and gives 
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most satisfactory results. For linear nevus and ne- 
vus verrucosus, where there is much thickening and 
warty growth, it is not so good, but these cases are, 
of course, very rare. For port- wine stains (taclies 
de feu) it depends how far the corium and under- 
lying structures are involved; the most unsatisfac- 
tory cases are port-wine stains with a nodular, ir- 
regular surface and warty projections, and for these 
there is no really satisfactory method of treatment. 
But for the vast majority of nevi there is no more 
effective, satisfactory, and painless remedy, nor one 
which gives such uniformly good results. 

Habitual Dislocations of the Shoulder- Joint. — 

Mr. E. D. Telford {Lancet, Aug. 3, 1912) employs 
the following technic in operating upon these cases : 
With the arm abducted to a right angle, a curved 
incision some seven to eight inches in length is made 
in the line of the anterior fold of the axilla. The 
incision follows the lower border of the greater 
pectoral, and is continued for some distance down 
the arm along the inner border of the coraco-bra- 
chialis muscle. The lower edge of the pectoral is 
defined and retracted upwards and inwards. The 
interval between the packet of axillary vessels and 
nerves and the coraco-brachialis is at once apparent. 
The vessels and nerves are gently retracted inwards, 
and the coraco-brachialis is drawn outwards. In 
this manoeuvre the anterior circumflex artery will 
probably need division, and the separation, in a 
downward direction, of the fibers of the coraco-bra- 
chialis muscle will obviate harmful traction on the 
musculo-cutaneous nerve. If the arm be now ro- 
tated outwards and the head of the humerus thrust 
forwards, the subscapularis tendon is seen in the 
floor of the interspace between the neuro-vascular 
packet and the coraco-brachialis. If the subscapu- 
laris be now in part divided and in part retracted, 
the underlying capsule is exposed. A large oval 
piece, measuring 1% inches by one-half inch, is 
easily removed, and through the opening thus form- 
ed the interior of the joint is readily inspected and 
explored for any loose body or other abnormality. 
The long axis of the ellipse lies across the capsule 
at right angles to its fibres. The opening is closed 
by sutures of formalin catgut, and the incision in 
the subscapularis tendon is repaired by a second 
layer of sutures. The insertion of sutures is much 
facilitated by inward rotation of the arm. The 
wound is then closed without drain. The operation 
by this route is almost bloodless, and in the second 
of Telford's cases it was not necessary to leave any 
ligature in the wound. The after-treatment consists 
in fixing the arm to the side for eight days, after 
which the sutures are removed, and both active and 
passive movements are b^un in all directions ex- 
cepting abduction. At the end of the third week 
movements of abduction are made, and within six 
weeks free movements of the shoulder should be 
possible in all directions. 

Treatment of Esophageal Cancer vtrith Radium. 
— Dr. Guisez {Gad. des Hop., No. 58. 1912) gives 



a report of 26 cases of cancer of the esophagus, es- 
pecially in the early stages, treated by direct appli- 
cation of radium. In three incipient cases this 
treatment caused a disappearance of the dysphagia 
and obstruction by the tumor, with formation of 
cicatricial tissues, while in 23 of the more advanced 
cases it acted as a palliative, reducing the difficulty 
in swallowing. The application of radium was 
made by enclosing o.oi to 0.02 gm. and later 0.05 
to o.T gm. in a capsule suspended by silver wire and 
introduced by means of an esophageal sound. Its 
insertion was followed by abundant salivation, 
which was regarded as due to the action of the ra- 
dium, since it failed to result from the insertion 
of the sound itself. The applications were rq)eated 
at intervals of two days, the total duration of the 
treatment being sixty hours. The most favorable 
results were obtained in the smooth infiltrated type 
of esophageal cancer without marked proliferations 
or ulcers. 

Pregnancy After Artificial Impregnation. — Dr. 

J. Hirsch {Berlin, klin. WochenscK^ No. 29, 1912) 
points out that Marion Sims was the first to devise 
a method of introducing spermatozoa directly into 
the uterus. He refers to the importance of master- 
ing the technic of the procedure, since his six suc- 
cesses occurred in the last nine cases treated. It 
was carried out in the home of the patient. The 
spermatic fluid was withdrawn undiluted from the 
condom by means of a dry sterilized Braun syringe. 
The syringe was warmed to about 38 C. by means 
of a metal blade attachment which was heated at 
one end by an alcohol lamp. The spermatozoa are 
more sensitive to heat than to cold. The uterus was 
grasped at the portio and drawn straight downward, 
so that the nozzle of the syringe would cause as lit- 
tle injury to the mucous membrane as possible. 
Previous irrigation of the vagina was avoided as 
well as any unnecessary manipulation. Only a few 
drops of spermatic fluid were introduced in order 
to avoid uterine colic. A tampon moistened with 
the remainder of the spermatic fluid was placed 
against the portio vaginalis. The woman was di- 
rected to rest in bed for eight to twenty- four hours. 
Before resorting to this procedure it is necessary to 
determine the caliber of the cervical canal and di- 
late it in case of stenosis, as well as to correct any 
existing retroflexion or other displacement. The 
presence of gonorrhea in either husband or wife 
should be ascertained and the spermatic fluid first 
examined for active spermatozoa. Artificial impreg- 
nation is preferably undertaken immediately after 
cessation of a menstrual period, and not, as a rule, 
until the lapse of five years of sterility. In one of 
Hirsch's cases, however, the attempt was made after 
three years of a barren marriage on account of the 
advanced age of the woman (thirty-six years), with 
success at the fifth attempt. In conclusion, the au- 
thor refers to the statistics of Rohleder that one- 
half of the 10 per cent, of sterile marriages cannot 
be relieved by the customary measures, and that ac- 
cordingly in these artificial impregnation is to be 
considered, as it gives 33.5 per cent, of successes. 
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Surgery in Diabetics. — Professor Umber (D^m^ 
med. M^ochenscli., No. 30, 191 2) believes that the 
indications for surgical intervention in diabetics do 
not differ essentially from those in persons not af- 
fected by this disease. This statement applies par- 
ticularly to surgical procedures in cases of mild dia- 
betes, in which, if feasible, the operation can be de- 
layed until the urine is free from sugar. If, how- 
ever, this is not advisable, as in appendicitis or se- 
vere injuries, intervention can be resorted to at once. 
As a rule, the gangrene of diabetics is not due to 
the disease, but to the co-existent arteriosclerotic 
process. When arteriosclerosis is present, the dia- 
betic disturbances of metabolism, even if the gly- 
cosuria is of moderate degree, are apt to increase, 
but recede after the removal of the gangrenous 
area. As a rule, an arteriosclerotic gangrenous 
process cannot be arrested by internal treatment. 
If gangrene is associated with phlegmonous or gen- 
eral infection, it is best not to wait too long for the 
line of demarkation. Incision should be avoided 
in furunculosis associated with mild diabetes, bet- 
ter results being obtainable by reducing the amount 
of sugar in the urine, by moist applications, or later, 
by Bier's hyperemia. Comparatively slight trauma 
may cause great damage in severe dialDctes. If in 
cases of this kind with acidosis surgical intervention 
cannot be delayed until the metabolism has been 
improved, it is advisable to administer alkalies by 
mouth and rectum and to give opium. If possible 
general narcosis should be replaced by local anes- 
thesia, but if the latter is not adequate, ether-oxy- 
gen anesthesia, if necessary with the addition of a 
little chloroform, is indicated. It is always advan- 
tageous to determine exactly the character of the 
diabetes in the individual case and to ascertain 
whether any existing acidosis is peculiar to the con- 
dition or has been exaggerated by the surgical com- 
plication. 

Perforation of the Esophagus by Foreign Bod- 
ics.-—Dr. A. T. Jurasz (Med, Klinik, No. 31, 1912) 
considers esophagotomy as the modern method of 
treating cases of perforation of the esophagus by 
foreign bodies. The case he reports is a sad com- 
mentary upon the frequent failure of ordinary at- 
tempts at removal in such instances. The foreign 
body consisted of a small piece of bone which the 
patient, a woman, fifty-three years old, stated that 
she had been able at first to feel with the finger in 
the upper throat. A physician called three days 
after was said to have pushed down the bone with 
the stomach tube, and in this way probably caused 
so much damage to the esophageal wall as to lead 
to a severe infection and inflammation. When ad- 
mitted to the hospital she was in a marked septic 
condition, with a phlegmonous process in the neck 
and mediastinum. Operation was at once resorted 
to, the mediastinum being opened on both sides and 
an abscess about the esophagus exposed and evacu- 
ated. This was followed by esophagotomy and 
introduction of a tube to permit of feeding. Con- 
valescence was rapid, the wounds healing except 
on the right side, where discharge of a purulent 



secretion persisted. On the twenty-ninth day, when 
the patient was no longer in the hospital, a profuse 
hemorrhage took place from the wound in the neck 
on the right side, which necessitated ligature of the 
right common carotid. The woman recuperated, 
but nin^ days later developed a cerebral abscess and 
basal meningitis, with fatal termination. The cere- 
bral abscess and meningitis were probably due to 
infectious emboli. From this experience and oth- 
ers the author cautions urgently against the forc- 
ing down of foreign bodies into the stomach and 
the customary methods of extraction without the 
aid of the eye. 

Osteomyelitis of the Patella. — Owing to the 
rarity of this condition a case reported by F. 
Bartsch (Deut. med. Wochensch,, No. 31, 1912) 
is of special interest. A boy, aged twelve years, 
who had been suffering with a carbuncle on the 
chin, was attacked with a swelling at the right 
knee-joint. This was diagnosed as a prepatella 
bursitis and an incision made. As the wound failed 
to close and a purulent discharge continued, the 
patient was admitted to the hospital. Examination 
showed an effusion into the knee-joint below the 
patella, which gave a sensation of roughness to the 
probe. In a radiograph the patella appeared divid- 
ed into two parts, one of them evidently a seques- 
trum. A plaster-of-Paris dressing was applied for 
fourteen days, after which an incision was again 
made and the sequestrum, which occupied the up- 
per periphery of the patella, was removed. The 
sound passed into a small opening which communi- 
cated with the articular cavity, but otherwise the 
suppurative process was outside the joint. Recov- 
ery was complete after a number of weeks, the 
function of the joint being restored almost to the 
normal. There is every reason to assume that the 
source of the infection in this case was the car- 
buncle. According to Bartsch the treatment in this 
condition should consist in prompt operative inter- 
vention, in order to avoid the danger of suppura- 
tion of the joint and ankylosis. 

Diagnosis of Chronic or Interval Appendicitis. 

— Professor Kiittner (Munch, med, Wochensch., 
No. 34, 1912) has found that the insufflation of air 
into the rectum considerably facilitates the diag- 
nosis in chronic appendicitis. In the case of a 
twelve-year-old girl in whom the symptoms were 
indefinite, the careful insufflation of air into the 
cecum caused complaints of severe pain about the 
navel and below toward the right side, these closely 
resembling the pain experienced during her attacks. 
Operation showed that the appendix was imbedded 
in fres-h adhesions which could be easily separated. 
A number of similar cases are reported in which 
the diagnoses could be confirmed by the presence 
of this sign. For the purpose of comparison, Kiitt- 
ner employed this diagnostic method in other con- 
ditions, but without causing the least discomfort or 
pain. Before resorting to its use the intestine must 
be sufficiently empty to permit the free passage of 
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Acquired Hallux Valgus: Late Results from Operative and Non- 
operative Treatment (Bost. M. and S. Tour., Aug. 99, 1912). 

C. R. Mctcalf, Concord. N. H. 
Anatomy of the Anal Canal and Its Bearing on the Etiology and 

Treatment of Some Common Rectal Diseases (Northw. Med.. 

Sept., 1912). A. C. Crookall, Seattle, Wash. 
Anesthesia by Intratracheal Insufflation of Air and Ether (Jour. 

Mo. S. M. A., Seot., 1912). W. E. Leighton, St. Louis. 
Anoci-Association. A New Principle in Operative Surgery (Tex. S. 

Jour. Med., Sept., 1912). G. W. Crile, Cleveland. 
.Appendicitis Complicating Pregnancy (Jour. A. M. A., Aug. 24, 

1912). P. Findley, Omaha. 
Appendix Tumor (.An. of Surg., Sept., 1912). F. E. McKenty, Mon- 
treal. 
Biliary Colic Without Gallstones (N. Y. S. Jour. Med., Sept., 1912). 

I. S Hayncs, New York. 
Bismuth Poisoning (Surg., Gyn. and Obst., Sept., 1912). L. Mayer, 

G. Baehr, New Vork. 
Blood Transfusion: Indications, Methods and Results (Bost. M. 

and S. Jour., Aug. 22, 1912). B. Vincent, Boston. 
Bonle Transplantation and the Use of Rib as a Graft, a Discussion 

On (An. of Surg., Sept., 1912). C. A. McWilliams, New York. 
Cancer of the Uterus, a Study of 212 Cases, with Special Reference 

to Early Diagnosis (Tour. Mich. S. M. S., Sept., 1912). G. 

Kamperman, Ann Arbor. 
Cancrum Oris or Noma, Radical Surgery in Cases of (Jour.-Rec. 

Med., Sept., 1912). B. S. More, Atlanta, J. S. Clifford, Char- 

lottie. 
Central Dislocation of the Femur (Surg., Gyn. and Obst., Sept., 

1912). G. T. Vaughan, Washington, D. C. 
Chronic Visceral Pain in Relation to Surgery and Psychotherapy 

(Charl. Med. Jour., Sept., 1912). T. A. Williama. Washington. 
Complete Obstruction of the Duodenum Resulting from Impaction 

of a Large Gallstone (Surg., Gyn. and Obst., Sept., 1912). J. E. 
.Thompson, Galveston, Tex. 
Conclusions Drawn from 100 Prostatectomies (Am. Jour. Urol., 

Sept., 1912). O. C. Smith, Hartford. 
Contusions and Sprains of the Back, on the Importance of Early 

Functional Treatment in Cases of (Lancet, Aug. 17, 1912). F. 

Shufflebotham. 
Decompressive Operations in Intracranial Complications of Otitic 

Origin, on the Value of (Brit. Med. Jour., Aug. 24, 1912). W. 

Milligan, Manchester. 
Diagnosis of Latent Gonorrhea in the Female (Calif. S. Jour. Med., 

Sept., 1912). W. S. Johnson, San Francisco. 
Diagnosis of Surgical Lesions from the Standpoint of the Oneral 

Practitioner (Northw. Med., Sept., 1912). R. H. Fowler, Brook- 
lyn, N. Y. 
Diverticulitis of the Large Bowel, the Diagnosis of. A Clinical Re- 
view of 27 Cases (Jour. A. M. A., Sept. 14, 1912). H. Z. Giffin, 

Rochester. Minn. 
Drainage of Acute Infectious Lesions of the Abdominal Ovity (N. 

Y. Med. Jour., Sept. 14, 1912). J. W. Kennedy, Philadelphia. 
Drainage of Kidney by Incision for B. Coli Communis Infection in 

Pregnant and Parturient Patients (Jour. A. M. A., Sept. 14, 

1912). E. P. Davis, Philadelphia. 
Enlargement of thte Pro«tate (Tex. S. Jour. Med., Sept., 1912). C. 

Johnson, Fort Worth, Tex. 
Epithelial Grafting as a Means of Effecting the Sure and Rapid 

Healing of the Cavity Left by the C>>mplete Mastoid Operation 

(Lancet, Au^. 17, 1912). C. A. Ballance, London. 
Ebcophthalmic (joiter. Surgical Treatment of (Am. Jour. Surg., Siept. 

1912). T. T. Schell, Phila. 
Experimental Devascularization of Segments of Intestine With and 

Without Mechanical Obstruction (Jour. A. M. A., Aug. 24, 

1912). J. S. Horsley, C. C. Coleman, Richmond. 
Extrauterine Pregnancy, Symptoms and Diagnosis of (Can. Jour. 

Med. and Surg., Sept., 1912). A. B. Keycs, Chicago. 
Foreign Body Appendicitis, With E^)ecial Reference to the Domestic 

Pin. Analysis of 68 Cases (An. of Surg., Sept., 1912). R. H. 

Fowler, Brooklyn, N. Y. 
Fractures of the Greater Tuberosity of the Humerus. With an (Opera- 
tive Procedure for Fixation (An. of Surg., Sept., 1912). D. B. 

Phemister, Chicago. 
Fractures of the Larynx (Jour. Mo. S. M. A., Sept., 1912). W. E. 

Sauer, St. Louis. 
Fractures, Recent Simple, the Operative Treatment of (Vt. Med. 

Mo., Sept.. 1912). J. B. Wheeler, Buriington. 
Fracture, Simple, of the Long Bones in Children, the Operative 

Treatment of (Lancet, Aug. 17, 1912). H. H. Sampson, London. 
Fractures, the Treatment of (Am. Jour. Surg., Sept., 1912). G. G. 

Davis, Philadelphia. 
C;allstones, Diagnosis of (Med. Rec., Sept. 14, 1912). W. D. Ham- 
ilton, Columbus, O. 
Gastro-enteroptosis, Operative Treatment of (Bost. M. and S. Jour., 

Sept. 12, 1912). T. Ransohoff, Cincinnati. 
Habitual Dislocation of the Shoulder- joint, the Treatment of (Lancet, 

Aug. 8, 1912). E. D. Telford, Manchester. 
Hernias of the Uterine .Appendages (Louisv. Mo. Jour. Med. and 

Surg., Sept., 1912). A. P. Heineck, Chicago. 
Hyperthyroidism, the Surgical Treatment of (N. Y. S. Jour Med., 

Sept., 1912). M. B. Tinker, Ithaca, N. Y. 
Immunity, With Refenence to Some of its Relations to Surgery 

(Bui. Med. Jour., Sept., 1912). L. Hektoen, Chicago. 
Indications for Major Obstetric Operations (Bost. Med. and Surg. 

Jour., Sept. 19, 1912). F. S. Newell, Boston. 
Influence of Rectal Diseases on the General Health (Louisv. Mo. 

Jour.. Med. and Surg., Sept, 1912). G. S. Hanes, Louisville. 
Intestinal Obstruction, Some Clinical Aspiects of (Med. Times, Sept., 

1912). F. D. Gray, Jersey City, N. J. 
trathoracic Surgery, Note on: Division and Circular Suture of 
the Thoracic Aorta (An. of Surg., Sept., 1912). W. M. Booth- 



Intratracheal Insufflation Anesthesia, Its Value in Thoracic and in 

General Surgery (N. Y. S. Jour. Med.. Sept., 1912). C. Elsber^. 

New York. 
Intussusception of the Ileum in Infants and Children (Jour. S. C. M. 

A., Sept., 1912). J. S. Horsley, Richmond. 
Irreducible Dislocations of the Shoulder and Elbow Joints, the Sur- 
gical Treatment of (N. Y. S. Jour. Med., Sept., 1912). L. W. 

HotQhkiss, New York. 
IJgature of One Ureter (An. of Surg.. Sept., 1912). U Frank, L. 

Baldauf. Louisville. 
Malignant Neoplasms of the Accessory Sinuses (Jour. Ind. S. M. A., 

Sept. 16, 1912). A. E. Bulson, Fort Wayne. Ind. 
Nxvi, the Treatment of. Based on More Than 2.000 Cases (Brit. 

Med. Jour., Aug. 10, 1912). J. L. Bunch. London. 
Nephrolithotomy (Ky. Med. Jour., Sept. 15, 1912). H. H. Grant, 

Louisville. 
New Procedure for the Repair of tht Upper Portion of the Vagina 

in Cases of Prolapse of the Uterus (Superior Colporrhaphy> 

(Lanc.-Qin., Sept. 7, 1912). C. A. L. Reed, Cincinnati. 
Nitrous Oxide— Oxygen — Ether Anesthesia: Notes on Administra- 
tion: A Perfected Apparatus (Surg., Gyn. and Obst., Sept., 

1912). F. J. Cx)tton, W. M. Boothby, Boston. 
Non-traumatie Diaphragmatic Hernia; Operation; Recovery (Surg., 

Gyn. and Obst., Sept.. 1912). G. L. Scudder, Boston. 
Perineorrhaphy in Principle and in Practice (Am. Jour. Obst.. Sept., 

1912). A. Sturmdorf, New York. 
Physiologic Basis of Thoracic Surgery (Jour. A. M. A., Sept. 7, 

1912). M. Flint. New Haven. 
Pistol Ball Penetration of the Left Ventricular C^avity Without 

Hemorrhage, with Remarks on Treatment of Heart Wounds 

(South. Med. Jour., Sept., 1912). H. B. (Sessner, New Orleans. 
Plastic Surgery of the Bones, Recent Advances in (Jour. Mich. S. 

M. S, Sept., 1912). J. B. Roberts, Philadelphia. 
Pott's Disease of the Spine, an Operation for (N. Y. S. Jour. Med., 

Sept., 1912). R. A. Hibbs, New York. 
Practical Experiences with Spinal Anesthesia (Pa. Med. Jour.. Sept., 

1912). L. W. Kohn. Scranton. 
Procidentia Uteri, Suprapubic Plication of Vagina and Conjoined 

Shorteaing of Uterosacral and Broad Ligaments (Surg., Gyn. 

and Obst., Sept., 1912). W. M. Polk, New York. 
Prostatectomy, Functional Results in (Jour.-Lanc, Sept. 10, 1912). 

E. S. Judd, Rochester, Minn. 
Rectosigmoidcscopy (Jour.-Lanc, Sept. 10, 1912). A. C. Stratchauer, 

Minrreapolis. 
Results of Permanent Intubation of the Thoracic Aorta (Surg., Gyn. 

and Obst, Sept., 1912). A Carrel, New York. 
Retro-uterine Displacements (Long Isl. Med. Jour., Sept., 1019). 

W. L. Bradley, New York. 
Roentgen Ray, Practical Application of, in the Mani^^ment of 

Malignant Growths (Jour. A. M. A., Sept. 14, 1912). C. E. 

Skinner, New Haven. 
Rupture of the Liver, with Report of a Case (Old. Dom. Jour. Med. 

and Surg., Sept., 1912). G. B. Johnston, Richmond. 
Sacroiliac Joint, the (Col. Med., Sept., 1912). H. W. Wilcox, 

Denver. 
Sieparation of the Epiphysis of the First Metacarpal Bone (An. of 

Surg., Sept., 1912). W. P. Couea, Boston. 
Sigmoidovesical Fistula: Report of Two Cases (Am. Jour. UroL, 

Sept.: 1912). J. L. Boehm, J. M. Dean, St. Louis. 
Sliding Hernia (Surg., Gyn. and Obst., Sept., 1912). P. F. Morf, 

Chicago. 
Some Interesting and Probably Original Surgical Procedures (Tex. 

Med. Jour., Sept., 1912). A. F. Sampson, San Francisco. 
Spinal Anesthesia by Stovaine, with Remarks on 1,000 Cases (Brit. 

Med. Jour., Aug. 17, 1912). F. C. Madden, Cairo, Egypt. 
Spontaneous Rupture of the Uterus (Cx>l. Med., Sept., 1912). S. D. 

Van Meter, Denver. 
Statistics in the Radical Operation for Cancer of the Cervix Uteri 

(Am. Tour. Obst., Sept., 1912). J. W. Bovee, Washington, D. C. 
Sterility. Some Observations on (Am. Jour. Surg., Sept., 1012). 

S. W. Bandler, New. York. 
Structural Scoliosis, the Treatment of (Lanc.-Qin., Aug. 81, 1012). 

A. H. Freiberg, Cincinnati. 
Subclavian Aneurysm with Successful Endo-aneurysmorrhaphy (Jour. 

A. M. A., Sept. 21, 1912). E. Drenncn, Birmingham, Ala. 
Suppurative Conditions in the Abdomen and Pelvis, with Special 

Reference to Their Surgical Management (Memph. Med. Mo.> 

Sept., 1912). J. A. Cnsler, Memphis. 
Surgery of the Arteries. Some Personal Experiences (Surg., Gyn. 

and Obst., Sept., 1912). A. Vander Veer, Albany. 
Surgery on the Battlefield (N. Y. S. Jour. Med., Sept., 1912). G. H. 

Torney, Surgeon (General, U. S. A. 
Surgery of the Bile Ducts (N. Y. S. Jour. Med., Sept., 1912). J. B. 

Deaver, Philadelphia. 
Surgical Hemostasis, a History of (N. Y. Med. Jour., Aug. 24, 1912). 

W. C. Borden, Washington, D. C. 

Surgical Tuberculosis; Its Needs and Treatment (Lancet, Aug. 10, 
1912). H. J. Gauvain. 

Suture Material (Lanc.-Clin., Sept. 7, 1912). C. T. Souther, Cincin- 
nati. 

Talma Operation for Cirrhosis of the Liver, with Report of Cases 
(Surg., Gyn. and Obst., Sept., 1912). E. A. Vander Veer, 
Albany. 

Thyroid Gland, Surgery of the (Jour. Kas. M. S., Sept., 1912). D. 
W. Basham, Wichita, Kas. 

Tuberculosis of the Patella (111. Med. Jour., Sept., 1912). J. B. 

Murphy, Chicago. 
Two-Step Method of Enucleation of the Prostate (Jour. M. A. Ga.. 

Sept., 1912). A. L. Fowler, Atlanta. 
Ununited Fractures, Treatment of (Surg., Gyn. and Obst., Sept.. 

1912). E. Martin, Philadelphia. 
Ureteral Ligation, the Effects of; Experimental and Clinical (Surig., 

Gyn. and Obst, Sept., 1918). J. D. Barraey, Boston. 
Vaccinal Treatment of Surgical Tuberculosis. Preliminary Note on 

a Method of (Lancet, Aug. 84, 1918). J. Fraaer, J. P. Mc- 

Gowan, Edinburgh. 
Vesical Neoplasms (N. Y. Med. Jour., Sept. 7, 1918). J. F. McCar- 

thy. New York. 
Wounds of Naval Warfare (N. Y. S. Jour. Med., Sept., 1012). C. 
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GANGRENE.* 
A New Effective and Rational Method of Select- 
ing Amputation Levels. 

By W. R, McKiNLEY^ M.D., Columbus, Miss. 

A short paper advocating this method of select- 
ing levels for amputations in cases of gangrene was 
read at the Mississippi State Medical Association 
meeting in April. The method is a new one, yet 
practicable and rational in its application. Sur- 
geons who formerly found themselves plunged into 
a dilemma in selecting the site for amputations in 
cases of gangrene can by practicing this procedure 
solve the problem to their entire satisfaction. Cer- 
tainly, the question of selecting the amputation level 
arises in every operative case. By referring to text- 
books and the literature upon the subject it is found 
that amputation above the knee is advocated by 
some operators, at the knee by others, and below 
the knee by still others. They all fear the possi- 
bility of having to amputate the second time. 

The principles involved in the pathology of gan- 
grene are generally understood by surgeons, yet no 
one has pointed out any rational method of deter- 
mining just where to amputate. Some one has ad- 
vised the use of a bandage in estimating tlie vas- 
cularity or efficiency of the capillary circulation as 
a means of selecting the amputation level, but ex- 
perience teaches us that this plan is sometimes mis- 
leading, since a capillary anemia and hyperemia can 
be produced in many instances much lower down 
than the vascular embarrassment which causes the 
necrosis. 

In this brief article upon the surgical treatment 
of gangrene no attempt will be made to consider 
the subject in its generalizations. All surgeons are 
more or less familiar with gangrene in general and 
senile gangrene in particular, since many pages and 
even volumes have been devoted to its consideration 
by men of great eminence and experience. Much 
has been known of the subject from the beginning 



* Read at th« seventeenth annual meeting of Association of Sur- 
jieons of Southern Railway, Washinffton, D. C, June 11-12, 1912. 



of medical history. While all this is true, there is 
yet one feature that is an open question. There is 
very little difference of opinion among surgeons as 
to the definition, etiology, classification, termination* 
and pathology of gangrene, and equally so as to the 
treatment of most cases, perhaps. There is practi-- 
cally no difference in the teachings as to how to 
operate or when to operate, but as to where to 
operate authors and teachers alike disagree mate- 
rially. In fact, the remarkable diversity of views 
is striking. 

In the review of the literature upon the subject, 
one must observe that many advise amputation be- 
low the knee for gangrene of the toes and feet ; yet 
probably many more recommend amputation above 
the knee. Unless this method or a better one is 
practiced there can be no fixed or dogmatic rules. 

The greatest value that obtains in this plan lies 
in the fact that it removes the cause of trouble. 
That mode of procedure or treatment is the more 
logical or scientific which tends to remove the eti- 
ological factor in a given pathological condition. 
Especially is this true when the procedure, though 
radical, affords a broad field for conservative sur- 
gery. The rationale of such a method is easily ap- 
preciated when the etiology of gangrene is consid- 
ered. The causative factor lies in the bloodvessels, 
nearly if not always in the arteries, at the bifurca- 
tion or narrowing of the lumen, whether occasioned 
by traumatism, direct or indirect violence, or by 
infection, direct or metastatic. Its usefulness is 
greatest in gangrene of the lower extremities. It 
might, not improperly, be termed an ante-mortem 
dissection of the femoral, popliteal, anterior and 
posterior tibial and peroneal arteries, beginning at a 
low level. 

In every amputation in cases of gangrene the 
operator is confronted with the proposition of se- 
lecting the site, except perhaps in those in which 
the surgeon works by his rule, and this is to ampu- 
tate above, at, or below the knee. For this reason 
operators of limited experience, who regard sur- 
gery an evolutionary science, sometimes find them- 
selves in considerable confusion in observing the 
work and consulting the jvriting^^ ot^th^rs^in 
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search of knowledge by which they might deter- 
mine, in a given case, the site for amputation. 

Formerly, nearly all surgeons advised high levels 
for amputation in cases of gangrene. Even now a 
majority, including von Manteuffel, Heidenhain 
and their followers, advocate the high level, fearing 
that second amputations might become necessary. 
Among a small minority of modem surgeons, how- 
ever, there is a growing tendency to operate at low- 
er levels. The extent of their conservatism prob- 
ably is that at the time of operation, if the large 
vessels are found to be obliterated, a higher ampu- 
tation is done. Among a still smaller number of 
the minority of modern conservative surgeons, the 
view is expressed that the level (low) of pulsation 
(arterial) should determine the site of amputation. 

Certainly these surgeons are masters of the 
principles involved, yet so far as is known they ad- 
vocate no method by which the exact anatomical 
point for amputation can be accurately determined. 

The method that is now advocated of determining 
the level for amputation is a very simple one. 
Briefly speaking, it consists in systematically fol- 
lowing the bloodvessels from below upward, begin- 
ning at the lowest level within apparently healthy 
tissue. This plan is simple, as any surgeon can fol- 
low up the bloodvessels from what seems to be the 
line of demarkation to the point of vascular ob- 
struction. The method is effective and rational, 
since the cause of the gangrene is found and re- 
moved. 

No amputation is effective unless it is made at a 
level sufficiently high to remove the vascular ob- 
struction, but why select a site higher than the cir- 
culatory obstruction or insufficiency, when it can be 
accurately determined by dissection? If, by this 
method, the vascular obstruction is removed, there 
is no probability of gangrenous flaps. The subject 
may have gangrene again, but there must be a sec- 
ond infection or obstruction. There is no reason 
to fear that a second amputation may be needed 
when this mode of determining the site for ampu- 
tation is employed. 

More than one vascular obliteration, if such 
should occur in the same member, should not pre- 
vent an observing surgeon from determining the 
proper site for amputation, for he can pass judg- 
ment upon the efficiency of the blood supply in his 
careful dissection upward. He can judge when it 
is ample; if not, when it is normal. Then, again, 
the bone and the flaps may be severed below the 
point of obstruction provided collateral circulation 
is ample in the flaps. The method is practicable and 
rational, since it has to do directly with bloodves- 



sels and the blood supply; all the more so, since 
gangrene is caused by circulatory disturbances such 
as thrombosis, embolism, arteriosclerosis, infective 
or not. 

This method may be practiced in all typts of gan- 
grene when amputation is indicated, but it is es- 
pecially rational in senile and diabetic cases, be- 
cause the atheromatous and sclerotic vessels can be 
recognized and followed. They truly remind one 
of the term: pipe-stem or slate-pencil. 

No bandage or tourniquet is used, certainly not 
imtil the level of vascular trouble is reached. When 
this is done and the blood supply is ample, gentle 
compression may be made in order to lose no blood 
in those who can ill aflFord it. 

Again, by following this plan, the wound may be 
closed by sutures, by bringing the flaps together 
loosely. The sutures should not be made taut. Be- 
fore closing, however, warm, not hot, normal salt 
sponges may be utilized in estimating the vascu- 
larity of the flaps. 

Six amputations have been done by the writer 
within recent years in which this method was prac- 
ticed. For the sake of brevity, detailed case reports 
are not made. They were all, however, in the se- 
nile class, except one patient who might be consid- 
ered pre-senile since the age was under thirty years, 
yet who presented atheromatous arteries. The re- 
maining five subjects ranged in age from sixty-five 
to eighty-two. The wounds in all the cases were 
closed by sutures, and in no instance did necrosis 
appear in the flaps, nor was a second operation 
needed. Recovery was satisfactory in every case. 

Conclusion. 

So far as is known, no surgeon heretofore either 
has practiced or has advocated this method of sys- 
tematically following up the bloodvessels in select- 
ing the levels for amputations in cases of gangrene. 

Among the advantages afforded by this mode of 
procedure are that it is simple and easily accom- 
plished; that it is effective and rational, and that 
no second operation should ever be needed when it 
is practiced by surgeons of reasonable experience; 
that the wound may be closed by loose suturing 
and with no fear of flap necrosis ; and furthermore, 
that in much debilitated subjects the shock as pro- 
duced by operation at the lower levels compared 
to that at higher levels is curtailed, with the addi- 
tional advantage, that the method affords surgeons 
a broad field for greater opportunities in the conser- 
vation of tissue. 
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WRIGHT'S SOLUTION IN INFECTED 
WOUNDS.* 

By Hubert A. Royster, A.B., M.D., Raleigh, N.C. 

Surgeon to Rex Hospital; Surgeon-in-Chief to St. Agnes 
Hospital; Surgeon to the Southern Railway. 

Our modem methods of drainage in surgery are 
far from perfection. Notwithstanding the ease of 
applying drains and in spite of the number of lives 
that they save, it yet remains that all drainage is 
not good drainage. When is a drain not a drain? 
WTien it is a stopper. Gauze alone has long since 
been given up as proper material; rubber tubes, 
gutta-percha tissue and cigarette drains are the 
order of the day. Sometimes exit for wound dis- 
charges is best secured by leaving off these foreign 
bodies altogether, discarding the usual packing and 
relying on the natural forces of gravity and least 
resistance. If these processes can be aided by any 
substance applied externally to the wound so much 
the better. Such a substance I believe we have in 
the so-called "Wright's solution." 

Soon after Sir Almroth Wright propounded his 
opsonic theory, he gave out a solution which he rec- 
ommended for external application, quite in har- 
mony with his views on the systemic infective proc- 
cesses. The formula as written for me by Dr. F. J. 
Clemenger, of Asheville, N. C, a former student 
in Wright's laboratory, is as. follows: 

LoTio SoDii Citratis. 

Sodii citratis gr. ii. 

Sodii chloridi gr. xx. 

Aquae, q. s. ad fl.oz. i. 

This combination acts by virtue of the properties 
inherent in the two sodium salts, and they are quite 
different. The sodium citrate dissolves the plasma 
or albuminous substance which is thrown out from 
the inflamed tissues, while the sodium chloride 
by its osmotic action keeps up a continuous flow of 
serum, which washes away the wound products. 
In other words, the sodium citrate prevents coag- 
ulation and the sodium chloride produces irritation. 
Both these processes are desirable in any infected 
wound to insure efficient elimination of its debris. 

The very practical manner in which the solution 
was first tested by Wright proved its value. In 
furunculosis, where it was found impossible to 
abort the boil by other means, he cut out of oiled 
silk a covering for the entire inflamed area, leaving 
a window at the opening of the furuncle over which 
were placed several layers of gauze saturated in the 
solution and kept constantly wet. As soon as the 
irritation became annoying to the patient a dry 
dressing was put on for the time. This is really 



an excellent method for managing boils, preferable 
in many cases to an incision and old-fashioned 
drainage. 

More than a year ago, I learned of Wright's so- 
lution from some correspondence of Dr. Clemen- 
ger' s, and shortly thereafter I had occasion to em- 
ploy it in two or three seriously infected wounds — 
dense phlegmons with little tendency to point, the 
sort which would usually be subjected to extensive 
multiplex incisions. The results in these cases were 
remarkable. In each instance there was a favor- 
able termination without scar, mutilation or de- 
formity. Since that experience we have never been 
without a supply of the solution. In cc«ijunction 
with Bier's hyperemia, which, in my judgment, is 
a most useful principle to the surgeon who believes 
that it is not all of surgery to cut, this solution has 
rendered us great assistance. It is placed over the 
localized area of. infection, while the constricting 
bandage may be applied as usual without any con- 
flict. Six cases of infected hands, arms and legs 



* Read at the seventeenth annual meeting of Association of Sur- 
yeonj of Southern Railway, Waahington, D. C, June 11-12, 1912. 



were thus treated in our clinic. Later on I used 
the solution for a variety of conditions : Over the 
areas of entrance and exit in gun-shot wounds, as 
a dressing for empyema cases, and particularly in 
those sloughing traumatisms seen so often by the 
railroad surgeon. It has been found efficient in 
cases of so-called "cellulitis" occurring without his- 
tory of an injury. In all of these instances a note- 
worthy eflfect is produced. The wounds seem to 
drain of their own accord, the exudate is liquefied 
and dissipated, and the parts always appear to clean 
up quickly. Undoubtedly a pronounced local leuco- 
cytosis occurs. I do not believe the solution should 
be continued beyond the point of cleaning the 
wound and getting rid of all the products of in- 
fection. In my experience the solution rather re- 
tards healing after its work is done, and it is wise 
to discontinue its use when the wound has ceased 
to discharge and when granulations begin to appear. 
The accompanying photograph shows a wound 
caused by a car wheel passing across the thigh, 
with extensive laceration of the soft parts but with- 
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out injury to the bone. It was first treated by 
Wright's solution, but, at the stage exhibited, this 
was discarded and the balsam of Peru and castor 
oil mixture used until healing was complete. 

The manner of applying the solution is very sim- 
ple. It is used cold as made up according to the 
formula and poured into a clean basin. Several 
layers of gauze are saturated in the solution and 
laid over the parts. A covering of oiled silk may 
or may not be employed ; a thick dry dressing may 
be sufficient. The gauze next to the wound is to 
be kept moist for such a time as may be necessary. 
I have never seen any untoward irritation and have 
not heard patients complain of any pain from the 
application. 

There appears to be no literature on this sub- 
ject. Careful search has failed to reveal the pub- 
lication of any previous paper dealing definitely 
with Wright's solution. Skillem,^ of Philadelphia, 
has recently noted his experience in its employment 
when combined with hyperemia, but he does not 
give details or emphasize the widespread uses which 
may be made of the solution itself. A paper by 
H. B. Hemenway^ on "The Therapeutic Use of 
Citric Acid and the Citrates," adds interest to this 
matter in that it calls attention to the benefits to be 
derived from the internal exhibition of this class 
of drugs in "brawny swelling" and allied condi- 
tions. Practical trials and further investigation of 
the treatment, internal and external, will prove of 
great value to the practicing physician. 



1 N. Y. Medical Journal. 

2 Jour. Amer. Med. Amoc., April 6, 1912. 



FRACTURE OF THE STYLOID PROCESS 
OF ULNA WITH REPORT OF A CASE. 

By John N. Dimon, M.D., New London, Conn. 

In descriptions, etc., of fractures, a fracture of 
this portion of the ulna seems to have been entire- 
ly overlooked, or else the condition is so rare that 
authors fail to mention it. Indeed, until the dis- 
covery of the x-ray, this injury could well have 
escaped detection. 

About three years ago, F. H. H., a carpenter by 
trade, came to me for treatment. He had fallen 
from a defective scaffold about two weeks pre- 
viously, striking on his right hand and side. Two 
surgeons had examined him, diagnosed a sprain, 
and advised liniments and bandaging. No other 
attempt at fixation was employed. 

I found the hand much swollen and very pain- 



ful, and anesthesia of the ring and little finger 
present. The x-ray showed the styloid process of 
the ulna lying nearly half an inch from its proper 
place and apparently floating in the wrist-joint. 
The age of the patient (thirty-six years) pre- 
cluded separation of the epiphysis. The hand 
could be freely adducted. I put the hand, wrist 
and forearm in plaster and in about four days re- 
newed the dressing, as the swelling was much re- 
duced and the hand less sensitive. Altogether he 
was under my care for about a month. He had 
very little use of his hand and went to one of the 
"natural bone-setters," who yanked his hand 
around, and after four visits he left him. 

The man was unable to work for over a year, 
and at the present time can only do a portion of 
his usual work. The wrist is weak and the ring- 
and little fingers are numb and cannot be flexed 
to any extent. 

I have not x-rayed the part recently, but judge 
from the information that there has been no re- 
pair and that the wrist will probably never be any 
more useful than at present. 

He sued the company for whom he was work- 
ing for $10,000 and the jury awarded him $2,840 
damages. 

If any readers of the Journal have had similar 
cases, I shall be pleased* to hear of them. 



TREATMENT OF FRACTURE OF THE 

HUMERUS BY MODIFIED BUCK'S 

EXTENSION.* 

By J. Peebles Proctor, M.D., Athens, Ga. 

The humerus, like other long bones, is subject 
to fracture in any part of its extent, this accident 
constituting about 8 per cent, of all fractures. For 
the sake of description fractures of the humerus are 
divided into three classes according to position, as 
those of the shaft, those of the upper extremity, 
and those of the lower extremity. While all three 
classes present a number of symptoms in common, 
each has its own characteristic features, depending 
upon the cause, position, etc., of the injury. Again 
fracture of the humerus, regardless of position, 
may vary from the simple greenstick to the most 
extensive compound comminuted form, and be at- 
tended with practically every complication known 
to fractures. 

From the physician's standpoint, fracture of the 



* Read before the second annual meeting; of the Eiffhth Congre 
sional District Medical Society, Green^wro, Ga. 
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humerus at any point is a bugbear both as regards 
treatment and results. Owing to the anatomical 
relations of the part it is well-nigh impossible to 
apply any form of splint, be it plaster-of-Paris, 
cardboard, metal or wood, which will hold the 
fragments in proper position, especially if in the 
upper portion of the bone or in any part of the 
shaft, and more especially if the patient is allowed 



Fig. 1. Modified Buck's extension. 

to walk about with the arm in a dependent position. 
In fact, so difficult is this to accomplish that many 
surgeons advise and resort to operation — open in- 
cision, exposure of the bone and either suturing, 
wiring or pegging the fragments in position — ^in 
this way avoiding overlapping and consequent 
shortening, but not always securing firm union or 
perfect alignment. 

Taking into consideration then the difficulty of 
applying an effective splint, coupled with the fact 
that the humerus affords attachment for and is 
consequently subject to the action of such power- 
ful muscles as the deltoid, latissimus dorsi, pector- 
alis major, biceps, triceps and coracobrachialis, 
there is small wonder that fracture of this bone so 
often results in lateral and longitudinal displace- 
ment of the fragments, with overlapping, shorten- 
ing, deformity, imperfect union and impaired 
function. 

On September 22, 1908, I was hurriedly sum- 
moned to see a man who had been injured in a 
run-away accident. Examination of the patient, 
a white man sixty- five years of age, revealed only 
a simple oblique fracture of the shaft of the left 
humerus in its upper third. The deformity was 
corrected and a rectangular splint applied. As the 
patient lived several miles in the country and ex- 
perience had taught me that the splint might not 
hold, I admitted him to the hospital. My fears 
were realized en the next day when the arm was 



dressed. The fragments had slipped out of posi- 
tion; there was a great deal of swelling and pain, 
extending from the shoulder to the finger tips. 
The soft tissues appeared to be water-logged and 
the entire surface of the arm was covered with 
blisters filled with a sero-sanguineous fluid. Ap- 
plication of another splint of any kind was out of 
the question, and even though the man was kept 
in bed the deformity recurred as fast as corrected. 
It was up to me in every sense of the word. "Nec- 
essity" kept me thinking hard for a couple of days, 
when it suddenly occurred to me that some modifi- 
cation of the Buck's extension apparatus might 
help. Accordingly the following was rigged up: 
An upright i in. x 2 in., with a pulley in its upper 
end, extending from the floor to four inches above 
the surface of the bed; a padded leather strap to 
go around the forearm immediately below the el- 
bow-joint; a piece of cord, one end of which was 
fastened to the leather strap, the other, to which 
was attached the weight, running in the pulley; a 
piece of padded board upon which the injured arm 
rested, extending from underneath the left scapula 
to the edge of the bed. Running from the wrist 
and hand of the injured side across the patient's 
chest and attached to the right side of the head of 
the bed was a soft cotton bandage of sufficient 
length to keep the elbow-joint flexed at an angle 
of slightly less than ninety degrees. The forearm 
acting as the lever, the long end of which was be- 
low the leather band, which served as the fulcrum, 
the weight on the end of the pulley cord furnishing 
the power, and the long end of the lever being held 



Fig. 2. Modified Buck's extension. 

in one position by the cotton bandage across the 
chest, whatever traction there was must necessarily 
be transmitted through the elbow-joint to the arm. 
The fracture was now reduced and the weight ad- 
justed to overcome the muscular contraction in the 
arm. (In this case a common brick was used.) 
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This apparatus allowed free inspection of the limb, 
which required dressings for the blisters several 
times daily, overcame muscular contraction, kept 
the arm in perfect alignment, and prevented over- 
lapping of the fragments and shortening. 

On the twelfth day, after the formation of suf- 
ficient callus to hold the fragments in position, a 
light plaster-of-Paris bandage, extending from the 
top of the shoulder to the wrist, was applied and 
the patient allowed to get up and carry the arm in 
a sling. At the end of four weeks the cast was re- 
moved and the arm carefully examined with the 
x-ray, which showed a perfect result. 

When seen three months after removal of the 
cast the patient told me that the arm was not giv- 
ing him any trouble and he was beginning to use it 
freely. 

This treatment I believe to be especially appli- 
cable to fractures of the shaft or upper extremity 
of the humerus. It has for its objects the over- 
coming of muscular contraction and the holding of 
the fragments in proper position until sufficient cal- 
lus, nature's own spKnt, can be thrown out around 
the seat of fracture ; by steady traction for a period 
of ten days to two weeks it reduces the tone of the 
muscles sufficiently to allow of the application of 
a plaster-of-Paris splint without danger of a recur- 
rence of the displacement before the union can be- 
come firm. Its greatest objection is confinement of 
the patient to bed, but, to my mind, in order to ob- 
tain a good result, this is infinitely better than to 
let him walk around with a feeling of security and 
an imperfect splint, which, when removed reveals 
an arm shortened, deformed in outline, weak in 
union, impaired in function, and good only in that 
it fills his coat sleeve and completes his anatomy. 



EXCISION OF THE ELBOW FOR 
TRAUMATISM.* 

By Howard J. Williams, M.D., Macon, Ga. 

The general indications for excision or resection 
of the elbow-joint, like the operation on other joints, 
are disease and traumatism. In disease the oper- 
ation is often required for tubercular or syphilitic 
arthritis and ankylosis dependent upon gonorrheal 
infection. In traumatism, the operation is de- 
manded for (i) recent injury; (2) old injury with 
ankylosis; (3) suppurating arthritis dependent up- 
on traumatism; (4) old unreduced dislocation, 
and (5) some epiphyseal injury involving the in- 
tegrity of the joint. 

* Read at th« seventeenth annual meeting of Association of Sur- 
geons of Southern Railway, Washington, D. C, June 11-12, 1912. 



While the writer has repeatedly performed ex- 
cision for diseased conditions, the discussion of the 
subject in this paper will be confined to excision of 
the elbow for traumatism. This operation has been 
done three times by me in recent traumatisms, all 
compoimd and comminuted fractures which, if left 
alone or treated conservatively, would have result- 
ed in ccwnplete ankylosis or a chronic suppurating 
bone and joint condition. The three operations 
were primary, that is, they were performed within 
the first few hours after the injury, and are re- 
ported because of their peculiar interest in this 
discussion on primary injuries to the elbow-joint. 

Case I. B. S., white, flagman, aged twenty- 
eight, Macon, Dublin and Savannah Railway, in 
November, 1905, had his right elbow caught in 
making a coupling, causing a severe comminuted 
fracture of the joint. There were no external 
wounds, but extensive swelling and bloody effusion 
in the parts. He was taken to the Macon Hospital 
and anesthetized. The writer found that the elbow- 
joint was crushed, and a Langenbeck incision — ^a 
posterior longitudinal incision — was made and the 
crushed fragments removed. The detached ole- 
cranon process was wired to the ulna, drainage pro- 
vided, an antiseptic dressing employed, and a plas- 
ter-of-Paris splint applied, a window being cut for 
drainage and dressings. The splint was kept on for 
six weeks and then removed, and passive motion 
begun and kept up for three months. At the end 
of that time, limited extension and flexion was pos- 
sible, but not of any very practical usefulness. The 
man then disappeared, and it has not been possible 
to get any history of the final results. The condi- 
tion of the joint at the time of his disappearance 
was not encouraging for a completely useful joint. 
The preserved olecranon process, while it had unit- 
ed, interfered with extension of the forearm, and 
a fibrous ankylosis of the joint limited the flexion 
of the new elbow. 

Case 2. J. L., negro brakeman, aged twenty-five 
years. Central of Georgia Railway, on June 18, 1907, 
had his left elbow caught between the draw-heads of 
two freight cars in making a coupling between a 
defective car and another car. The elbow was 
crushed, causing a compound comminuted fracture 
of the three bones forming the joint. The soft tis- 
sues around the elbow were severely lacerated, but 
the ulnar nerve and the brachial artery escaped 
serious injury. The articular surfaces of the humer- 
us, ulna and radius, together with the olecranon 
process, were ground into small pieces. The pa- 
tient was taken to the Macon Hospital, and upon 
examination the writer decided to make an effort 
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to save the limb and, if possible, to preserve th'e 
usefulness of the arm by establishing an artificial 
joint. The openings in the soft tissues resulting 
from the traumatism were enlarged by "the longi- 
tudinal curved incision of Oilier" over the head of 
the radius, and the crushed joint exposed. The 
various fragments of bones, including the destroyed 



Fig. 1. Cr.se 2. ElKow exitnded. 

olecranon process, were removed. The ends of the 
three bones were then carefully smoothed off with 
a small saw and rongeur forceps, care being taken 
to preserve the attachments of the biceps and bra- 
chialis anticus to the ulna in front, and those 
of the other muscles to the external and internal 
condyles of the humerus. The tendon of the tri- 
ceps muscle, with its bony insertion to the ole- 
cranon process was anchored with kangaroo tendon 
to the posterior surface of the ulna just in front of 
the sawn surface of the stump of the olecranon. 
Ample drainage by tubes was provided, the crushed 
soft tissues pared, and the external woimd closed 
with silk-worm gut. A moist boracic acid dress- 
ing was placed over the wound, and an anterior 
cotton-tie splint, bent at an angle of 45 degrees, 
was applied, with encircling adhesive plaster to the 
arm and forearm. After the patient was placed in 
bed, the limb was suspended from the ceiling of the 
ward by a cord, pulley and weight, so that he could 
move about with ease, and a continuous drip bo- 
racic acid irrigation of the dressings was instituted 
and kept in constant action for seventy-two hours. 
At the end of that time the dressing and drainage 
were removed, the suspension discontinued, the pa- 
tient allowed to sit up out of bed with the cotton- 
tie splint in place, and the forearm carried in a 
sling. After ten days the stitches were removed, 
the splint taken off, limited passive motion exer- 
cised, and the splint reapplied. During the next 



five weeks passive motion was used until firm union 
of the external wound had taken place. 

The accompanying x-ray pictures, taken recently, 
show the condition of the ends of the bones and the 
amount of extension and flexion of the joint now 
present, five years after the operation. Pronation 
and supination are also present, and the man has 
a useful elbow-joint enabling him to continue in 
railroad work. 

Case 3. C. J., n^ro laborer, aged thirty, in May, 
1908, had his left elbow caught and twisted in the 
gearing of a planing machine, resulting in a com- 
pound comminuted fracture of the joint. He was 
taken to the hospital and anesthetized. Upon ex- 
amination it was found that the articular surfaces 
of the humerus and ulna had been destroyed, while 
the head of the radius was intact. The joint was 
opened by the writer, the crushed ends of the hu- 
merus up to the condyle, and of the ulna, in- 
cluding the olecranon and styloid processes, were 
removed, but the head of the radius was preserved. 
The ends of the bones were rounded off, and the 
tendons of the biceps and triceps muscles rein- 
serted in front of and behind the new joint on 
the stump of the ulna with kangaroo tendon. An- 
tiseptic dressings, with ample drainage, were ap- 
plied, and the limb, put up with a cotton-tie splint 
bent at an angle of 45 degrees, was suspended for 
free motion of the patient while in bed. At the 



Fig. 2. Case 2. Elbow flexed. 

end of seventy-two hours the suspension of the 
limb was discontinued permanently, the drainage 
removed, and the cotton-tie splint reapplied. Pri- 
mary union of all the wounds occurred and passive 
motion was early instituted. In the process of re- 
CGvery the preserved head of the radius seemed to 
interfere with both extension and flexion, and lim- 



Digitized by 



Google 



348 



INTERNATIONAL 
JOURNAL OP SURGERY. 



Excision of Elbow for Trauma. 



NOVBMBU. 1912. 



ited the pronation and supination of the forearm. 
The end result was fairly good, but the usefulness 
of the joint was interfered with by the head of the 
radius. 

The man disappeared after several months, and 
it has been impossible to ascertain the amount of 
usefulness the limb has retained. 

In recent injuries to the elbow, such as commi- 
nuted fractures in which there is extensive destruc- 
tion of the articular ends of the bones, in compound 
fractures in which there is severe comminution of 
the bones and exposure of the joint, and in com- 
pound dislocations in which it is widely opened, it 
is the writer's conviction that excision of the elbow 
should be performed. An attempt at conservative 
treatment of these cases will usually result in either 
a badly ankylosed or a chronic suppurating joint, 
with a possible osteomyelitis of the bones compos- 
ing it and a subsequent amputation. 

In cases of old elbow injuries, either fractures or 
dislocations, which have recovered with ankylosis 
at bad angles and useless joints, excision under 
proper antiseptic methods and systematic after- 
treatment will give better results than forcible ma- 
nipulation under anesthetics. The breaking up of 
vicious adhesions, fibrous or otherwise, under anes- 
thesia, is usually followed by their recurrence and 
by disappointment to the surgeon and the patient. 
A conservative and well-planned excision . of the 
injured articulation in these cases would result in 
a more useful artificial elbow than a badly anky- 
losed one. 

In chronic suppurating elbow-joints follow- 
ing traumatisms, the excision of the pyogenic tis- 
sues and the infected joint promises a more useful 
member and an earlier restoration of function than 
any plan of conservative treatment. The writer 
would not hesitate to advise such an operation in 
this condition and believes it to be conservative 
surgery to perform it. 

In old dislocations which have not been properly 
reduced, particularly backward dislocations after 
the fourth or fifth week of mal-position, excision 
or resection of the joint alone promises a useful 
member. 

In certain epiphyseal injuries of the ends of the 
bones forming the elbow-joint, in which there is 
much callus formation pressing upon the nerves 
and blood supply of the limb, or interfering with 
the complete function of the joint, excision is a 
conservative operation which should be undertaken. 
The writer recalls one case in which the operation 
was advised, but declined by the patient, who later 
submitted to an amputation above the elbow by an- 
other physician, to escape the agony of a nerve 
injury. A conservative excision in this case would 



have resulted in a fairly serviceable joint and relief 
of the pain from a compressed nerve, and would 
have avoided a life-time mortification and limitation 
of usefulness of an amputated arm. 

The operation of excision or resection should be 
complete or incomplete. In the former method 
all of the articular surfaces are removed; in the 
latter only part of the articular surfaces require 
removal. The complete operation is more often 
demanded in traumatism than the incomplete; the 
extent of destruction of bone and articular struc- 
tures is usually greater than it is in disease. Yet in 
all excisions of this joint the nearest approach to 
an incomplete operation is always desirable; this 
is true in traumatisms as well as in disease. The 
elbow is a comparatively simple joint; it has small 
articular surfaces which can be readily exposed, the 
synovial membrane is very simple, the blood supply 
is abundant, the nerve distribution to the forearm 
and hand crossing the elbow-joint is well protected, 
and it is surrounded by powerful muscles which, 
if their attachments are preserved or carefully re- 
placed after operation, would afford excellent re- 
sults following a conservative procedure of excis- 
ion or resection of this joint. Reproduction of 
bone takes place less completely in the elbow than 
in other joints, the occurrence of ankylosis follow- 
ing excision is less likely here than in any other 
location, and a conservatively conducted operation 
is oftener followed by a useful artificial joint than 
anywhere else in the body. Yet while this is true, 
conservation should be observed in this operation. 
No more than is absolutely necessary of the bony 
structures of the joint should be sacrificed ; as far 
as possible all of the muscular attachments should 
be preserved or, when the natural insertions have 
to be sacrificed, reapplied as near to the original 
positions as possible; the biceps and triceps partic- 
ularly should be reinserted by kangaroo tendon to 
the surface of the ulna, and the muscles inserted 
into the condyles of the humerus attached at the 
nearest approach to the normal position as possible. 
Too much sacrifice of the bones forming the elbow- 
joint should be carefully avoided, as a flail joint 
is very apt to follow an injudicious removal of bone 
and a useless limb result. Ankylosis of the elbow- 
joint is an awkward and inefficient recovery from 
injuries of the upper extremity, but a recovery with 
ankylosis at a useful angle is much to be preferred 
to a flail joint, following a too extensive removal 
of bones and a neglect of reinsertion of muscular 
attachments before completion of the operation. 

In injuries about the elbow the surgeon who fails 
to provide for a useful working joint after recov- 
ery fails to do his duty to his patient. If the indi- 
cations at the time of injury are such as to convince 
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him that an awkward ankylosed and useless joint 
will follow, it is his duty to warn the patient of the 
danger, and if the injury is such that he knows 
that a stiff joint will result he will be wise to pro- 
ceed to do an operation that will assure a useful 
elbow. Conservative complete excision, or a well- 
planned incomplete resection, is, in all cases of 
badly injured elbows, better than an ankylosed* 
joint; and for this reason the writer would advise 
the more frequent employment of this operation, 
particularly in recent compound comminuted frac- 
tures, compound dislocations, and old unreduced 
dislocations. 

The writer wishes to call attention to the use 
of the cotton-tie splint in the treatment of injuries 
about the joints, in compound fractures, and in all 
fractures in which the open method is employed. 
For seven or eight years he has used this splint 
under various conditions, and has found it very 
valuable. It is simply the ordinary cotton-tie, used 
in baling up cotton, and is applied, after carefully 
moulding it to the contour of the limb, directly to 
the surface of the skin by adhesive strips at regu- 
lar intervals. The ties are light, can be cut at any 
length, are easily applied and cheaply obtained in 
our Southern country. 

In the writer's emergency bag a number of these 
cotton-tie strips are carried for emergency use in 
fractures occurring in railroad accidents. 



THE OPERATIVE TREATMENT OF IN- 
JURIES OF THE ELBOW.* 

By S. R. Miller, M.D., Knoxville, Tenn. 

The operative treatment of many injuries of the 
elbow is imperative. In this emphatic statement I 
do not include all injuries of this joint. On the 
other hand, I claim that many elbows treated ex- 
pectantly and blindly and with bad results would 
have been greatly benefited by operative measures 
of proper character, at the proper time. 

To determine the nature and extent of many frac- 
tures and some dislocations the use of the x-ray is 
essential. Occasionally a fracture of the olecranon, 
or other superficial prominences, may be satisfac- 
torily diagnosed without its use. The same may 
be said of many dislocations of the joint. 

The proper interpretation of the x-ray findings 
is important and sometimes most perplexing. The 
irregular character of the b(xies and the inability 
to define one bone without a portion of another 

* Read at the seventeenth annual meeting of Association of Sur- 
geons of Southern Railway, Washington, D. C, June 11-12, 1912. 



render a definite diagnosis difficult in numerous 
instances. If the ray penetration is good and the 
joint movable, the fluoroscopic examination is of the 
greatest advantage for the reason that the relations 
of the bones may be seen in the different positions. 
The combined use of the fluoroscope and the skia- 
gram is very satisfactory in many cases. Every 
fracture or dislocation should be operated upon 
when satisfactory replacement of bones or frag- 
ments, as shown by the x-ray, cannot otherwise be 
accomplished. 

The most advantageous time for operation has 
not been definitely determined. In former years 
immediate intervention was practiced in almost all 
cases operated upon. Now, many of the most pro- 
gressive operators advocate operation at a later 
period. The period of election is from seven to ten 
days. If the injury is a dirty compound fracture 
or dislocation, immediate measures for cleansing 
the parts must be resorted to under general anes- 
thesia, and usually all operative work should be 
completed at that time. In operating, a minimum 
amount of manipulation should be employed. All 
dirty and lacerated tissue should be cut away with 
a sharp knife or scissors, and the curette used as 
little as possible. Care should be taken to avoid, 
as far as possible, irritation of the synovial mem- 
brane by hands, instruments, sponges, or antiseptics. 
Free or gauze drainage should not be employed. On 
the other hand, attention should be given to closing 
the capsule completely. If necessary, fibrous, mus- 
cular, or compact fatty tissue should be transplanted 
to effect closure. After that has been accomplished 
the joint should be injected with a two per cent, 
solution of formalin in glycerine. This injection 
should be made with an aseptic syringe and needle, 
after the open wound has been closed, and they 
should be introduced at a remote point from it. 
Care should be taken that none of the solu- 
tion is injected outside of the capsule, while the 
air should be excluded from the joint. The gly- 
cerine should be clean, but not necessarily steril- 
ized, as the formalin will antisepticize it by the end 
of twenty-four hours, and it should not be used 
earlier. From lo to 20 cubic centimeters should 
be used, according to size of the joint cavity inject- 
ed. If the s)movial membrane has not been opened 
and a large amount of fluid is present, it should be 
withdrawn before the injection is made. If an ex- 
cessive effusion results from injection, it may be 
aspirated, and if septic symptoms develop after 
it, aspiration and reinjection should be done. 

The synovial membrane is quite vulnerable to in- 
fection, and the same is true of the bone up to the 
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epiphyseal line. The fibrous capsule seems to serve 
as a barrier to infectious processes, and therefore 
should be carefully protected and securely closed 
after operation. 

When satisfactory replacement is accomplished 
by open operative treatment, posture and external 
dressings and splints may maintain the position, 
but the majority of cases require local support. 
Absorbable sutures, silver or bronze wire, nails, 
screws or Lane's plates, may be employed. Each 
has some advantages and disadvantages. None 
seems perfect. In the application of any of them, 
the capsule should not be penetrated. This is im- 
portant for two reasons : First, it would be open- 
ing additional channels for infection in the event 
the wound is infected. Second, excess of callus or 
absorption of bone about the fixation material would 
impair the fimction of the joint. 

Fortunately, true fibrous arthritis seldom fol- 
lows f ractiures, but excess of reparative callus may 
so encroach upon the joint as to cause great pain 
and impairment of function. 

The application of fifty per cent, alcoholic solu- 
tion of tincture of iodin to the cutaneous surface 
is probably the best local antiseptic, and this, with 
the use of sterile rubber gloves and instruments, 
should minimize the dangers of infection. 

Early passive motion should be employed. If 
flexion, extension, or rotation is limited, persistent 
exercise of suitable character will often restore al- 
most perfect function. 



APPENDICITIS AND SOME OF ITS OB- 

SCURE FEATURES IN SURGICAL 

AND MEDICAL PRACTICE.* 

By J. C. Shaw, A.M., M.D., Holton, Kas. 

Probably no subject has received more atten- 
tion, or been more generally discussed in the past 
decade, than a condition arising in the right iliac 
fossa due to the presence of the vestigal remains 
of a once functionating organ, but which with 
the advance of civilization, in accordance with 
the law of use and disuse, and in harmony with 
the modern idea of evolution, has come to a 
stage in which it is neither beneficial nor espe- 
cially detrimental, and in this way it will remain 
through time to come. 

Some one has aptly put it that it is an organ 
which gives the surgeon an excuse for something 
to do when the abdomen is open and he cannot 

• Read before North East Kansas Medical Society, Oct. 24, 1912. 



find the cause for which he was looking; he can 
remove a little, innocent looking, insignificant ap- 
pendix and lay at its door all the trouble which 
he cannot explain and all the symptoms for which 
he cannot account, and thus it has become a great 
benefactor to the aspiring operator. 

However, I would not offer this as a criticism, 
because I believe it can do no possible harm to 
scientifically remove an organ which has no phy- 
siological or functionating use and which to a cer- 
tain extent is a constant menace to the individuaL 

In looking over the history of appendicitis we 
find that many of the early writers describe a 
disease which so accurately agrees with appendi- 
citis as to leave no doubt that it was the same as 
we now find it in our own general work. These 
cases were thought to be suffering from inflamma- 
tion of the bowels, and while many got well, just 
as they do now, yet a very much larger per cent- 
died. 

To quote from one of the older authors, from 
a book published in 1772, he says: "This inflam- 
mation of the intestines is one of the most painful 
and dangerous diseases that mankind is liable to. 
It generally proceeds from the same causes as 
the inflammation of the stomach ; to which may- 
be added costiveness, worms, eating unripe fruits 
or great quantities of nuts, drinking hard, w^indy 
malt liquors, as stale bottled beer or ale, sour 
wine, cider, etc. It may likewise be occasioned 
by a rupture, by scirrhous tumors of the intes- 
tines, or by their opposite sides growing together. 
The inflammation of the intestines is denominated 
iliac passion, enteritis, etc., according to the 
name of the part affected. The symptoms are 
nearly the same as in the foregoing disease (in- 
flammation of the stomach), only the pain, if pos- 
sible, is more acute, and is situated lower. Clam- 
my sweats, with a small intermittent pulse, and a 
total cessation of pain are signs of mortification 
already begun, and of approaching death." 

Thus we see that, in a period so far remote, 
conditions were recognized and described which 
convince us that our modern appendicitis was 
also a disease of earlier times or even of antiquity. 
We also learn from the same author that the 
treatment then in vogue will compare very fav- 
orably with our own, barring our surgical knowl- 
edge and procedure. 

The simple non-complicated cases of appendi- 
citis in adults are comparatively easy, both as to 
diagnosis and as to operation, and will claim no 
special attention in my paper at this time. The 
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symptoms in general in these cases are very 
much alike, and as the treatment is purely surgi- 
cal this will be passed over now. The non-opera- 
tive measures vary greatly, but we can reason- 
ably expect much better results in the non-perfor- 
ated types, or in the non-suppurative or non-gan- 
gprenous cases, from some lines of general treatment 
preparatory to operation than from others. This 
also applies to the preparatory treatment of those 
cases seen too late for an early operation, or 
where this is refused even though the patient is 
in the early stage of the disease. 

In children many of the catarrhal types are not 
diagnosed and a positive diagnosis may be im- 
possible. 

A simple and yet an almost positive sign is a 
palpable resistance of the right wall of the pelvis 
when palpated through the rectum. 

Just what role the bacillus coli communis plays 
in the catarrhal, recurrent, non-perforated cases 
we do not know, but that it is the prime, if not the 
sole factor, once it gains access to the peritoneal 
cavity, is beyond dispute. It may, however, be 
associated with other pyogenic bacteria. The 
chief primary factor in these cases is the organ 
itself. The English called the disease perityphli- 
tis from the Greek, signifying inflammation of 
the peritoneum surrounding the cecum. They 
claimed that the seat of the trouble was chiefly 
in the cecum itself, but that later the appendix 
played a dominant part. 

Einhorn, as a result of a study of 18,000 post- 
mortem examinations, states that perityphlitis is 
of appendicular origin in 91 per cent, of the cases, 
and that the remaining 9 per cent, are due to pri- 
mary perforation of the cecum. Our own surgi- 
cal experience would assign a higher proportion 
to the appendicular cases. 

The type I especially desire to mention com- 
prises the cases in which there are no signs refer- 
able to the right iliac region, and when examined 
carefully by the physician give little or no evi- 
dence of disturbance. 

These patients, or at least many of them, com- 
plain of gastric disturbance or of chronic indi- 
gestion in general. They are nervous and irri- 
table and many times complain of cardiopathie's. 
As a rule they sleep poorly, have headaches, and, 
if females, nearly always have menstrual disor- 
ders. In fact, the large majority of these women 
suffer from more or less menstrual disturbances. 
At times they have a normal period, and then 
for four or five consecutive months experience a 
recurrence of the appendicular irritation due 
probably to contiguity of the tissues or a remote- 
ly associated nerve supply. 



A large proportion of these subjects of chronic 
appendicitis are chronic dyspeptics. Especially 
is this true if they are past twenty years of age. 
They also complain of tired, aching feelings, most 
likely due to autogenous toxines. 

The results of indigestion, fermentation, putre- 
faction, and decomposition will most likely be 
accompanied by the absorption of toxic material 
from the whole alimentary canal. In the same 
way toxic substances are absorbed from the ap- 
pendix itself. The fact that the digestion will 
become more and more impaired and that through 
this impairment the patient is more susceptible 
to intercurrent diseases lessens his immunity and 
increases his susceptibility. 

These individuals soon become unfit to attend 
to the ordinary affairs of business, and if in the 
employment of another, will soon lose their posi- 
tions. 

We must look for the association with or the 
relation of a chronically irritated appendix to re- 
mote conditions as a sequel, such as disturbance 
of the stomach, and resulting irritability of the 
heart, chronic indigestion, headaches, auto-toxe- 
mia, and also the pelvic disturbances which occur 
with such regularity in many women. 

Constipation is not always the rule in these 
cases, and there may be at times troublesome 
diarrhea. 

Then we may think of tubercular peritonitis, 
and it may be quite well to do so, as an obscure 
case of this condition may simulate one equally 
so of appendicitis. 

In all these cases when every effort has been 
made to ascertain the cause, exploratory incision 
will do no harm and may be a means of ascer- 
taining the trouble and through this permit of a 
permanent cure. 

Summary. 

1. The affection we now call appendicitis was 
also a disease of antiquity. 

2. The chief cause of appendicitis is the ap- 
pendix itself. 

3. The simple uncomplicated cases are compar- 
atively easy both as to diagnosis and operation. 

4. The treatment of non-operative cases differs, 
and better results are to be expected under some 
lines than others. 

5. Many cases of appendicitis do not present 
classical symptoms, but give rise to remote dis- 
turbances which will lead the physician to be- 
lieve that they are due to something else. 

6. Operation will do no harm in these casas 
and may be of great and lasting benefit.^ OQIC 
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TREATMENT OF BURNS.* 

By R. J. Griffin, M.D., Moundville, Ala. 

Having recently had under my observation and 
treatment a few cases of very severe bums, and 
realizing their frequent occurrence in railway ac- 
cidents and the close relation they bear to railway 
surgery; and having seen very forcefully the dele- 
terious effect of extensive bums on the kidney, I 
thought I would endeavor to warn my brother phy- 
sicians against this dangerous complication or se- 
quela. 

What I shall say will be intensely practical and 
along the line of my personal observation. 

In the treatment of bums, and especially very 
extensive ones of the third degree, you have first 
to overcome shock. (You will note that for the 
sake of brevity I mention only three degrees of 
burns, first, second and third, including in the third 
all that destroy the true skin and are not included 
in those of the second degree.) 

Then you will have three indications for local 
treatment — ^the relief of pain, protection of the 
injured but living tissues, and the drainage of any 
pus pockets that may later form under the sloughs. 

In regard to shock its definition is not definite, 
since the factors concerned in its causation are not 
altogether understood. We know it to be a condi- 
tion of depression. Physiologists teach that there 
are two kinds of shock, vasomotor and cardiac. 
They regard it as primarily a nervous condition. 
They tell us that shock is that phenomenon of de- 
pression or suppression of nervous functions which 
follows mechanical injury along the course of 
nerves. Pathologists tell us that post-mortem ex- 
aminations are negative, either macroscopically or 
microscopically, but their investigations reveal 
much blood in the large abdominal veins and 
splanchnic system. In extensive bums the shock 
is intense, due to severe pain and the effect on the 
nervous system. The patient is found to present 
a clinical picture somewhat ghastly in appearance, 
seems dull and stupid, and not delirious, quiet — not 
nervous ; the skin and mucous membranes are pale ; 
the skin cold and clammy; the temperature subr 
normal, the reflexes diminished or absent; respira- 
tion shallow; the pulse rapid and small, and the 
sphygmomanometer always registers a diminished 
blood pressure. 

Treatment. The treatment of shock in cases of 
bums is similar to that in other conditions. We 
know that a great many patients die from shock 
in very extensive bums, especially where it lasts 
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from twenty-four to forty-eight hours. Realizing 
that you have to deal with an inward flow of blood 
to the large abdominal veins, you must by all means 
apply heat externally to all parts of the body, as 
by hot water bottles, etc. You should give cardiac 
stimulants, and gradually raise the blood pressure 
and sustain the heart action. In these cases I favor 
good-sized doses of morphin and atropin, given 
hypodermatically, both for their stimulating effect 
and to relieve pain. Adrenalin chloride, in lo-drop 
doses of the i to looo solution, hypodermatically, 
strychnia, nitroglycerine and camphor are beneficial 
in large doses, but not often repeated. What we 
desire, is to raise the blood pressure and maintain 
it; but by all means avoid overstimulation. 

Now, when you have succeeded in tiding your 
patient over the shock which you can see by the 
gradual rise in temperature and slowly returning 
normal pulse, color, respiration, etc., your troubles 
and his are just beginning. If the case is only one 
of a bum of the first degree, the treatment consists 
principally in the relief of pain, which you can gen- 
erally accomplish with a weak non-alcoholic solu- 
tion of picric acid of the strength of one-half to 
one grain to the ounce of water. A few applica- 
tions of this and possibly a little cold cream or car- 
bolized vaseline and your patient is well. 

If the bum is of the second d^jee and much 
of the epidermis is destroyed, there will be blisters, 
either full of semm or collapsed, some oozing of 
semm and possibly of blood. In these cases the 
pain is severe, and repair is much slower, but no 
slough of the true skin occurs; therefore, there is 
no permanent scar; redness may, however, persist 
for a month or more. 

The treatment of bums of the second degree is 
chiefly to relieve pain and prevent infection. The 
various writers give us four methods of treatment: 
First, to apply a dressing soaked with oil or spread 
with ointment in order to protect the injured sur- 
face from air and changes in temperature. Sec- 
ond, to cover the bum with strips of mbber tissue 
or gauze wet with normal saline solution. Third, 
to apply antiseptic dressings which may be allowed 
to dry or may be kept moist. Fourth, to leave 
the affected area exposed to the air in order that 
it may dry up. 

I think it depends upon the condition of the bum 
as to which plan of dressing is best. If there is a 
tendency to marked sloughing and watery secre- 
tions, I think the dry open air dressing preferable. 
I like first to wash the parts in a warm normal salt 
solution, or if there is much pus I use a weak so- 
lution of peroxide of hydrogen in normal saline; 
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then dust on an antisq)tic powder. I use subni- 
trate of bismuth, one part, and powdered charcoal, 
10 parts, as a dusting powder and leave the burn 
open to the air. Protection against infection de- 
pends upon the vitality of the remaining skin rather 
than upon the antiseptic qualities of the dressing; 
therefore the powder should be soothing to the 
slrin, rather than destructive to the bacteria. 

Picric acid solutions are recommended in the 
treatment of bums of the second degree (in fact, 
by some in all degrees of bums). They are used 
both to relieve pain and as an antiseptic, also to 
dry up the parts, but, in my own experience, I find 
them very painful in some cases, while soothing in 
others. 

This brings us to bums of the third degree, and 
in this class I have included all the deeper burns. 
In most of these, when extensive, you will find 
areas where the burn is of the first and second de- 
grees; you can easily be misled by the early ap- 
pearance of the skin. If the vitality of the corium 
is destroyed, the blood can not circulate through 
its vessels and the skin will therefore appear white. 
The difference between this and normal skin is 
easily recognized if one loc^s for changes in color 
when pressure is made upon it. Such changes will 
always be absent in dead skin, and furthermore 
this dead area will always be surrounded by a hy- 
peremic zone in which the bum is only of the sec- 
ond degree; all of this white area will in time 
slough, and the deeper the bum, the longer the 
time, as a mle, required for it to slough. In some 
instances it requires two weeks or even longer. 

Sloughs should be cut away as soon as possible 
after they become loose, but not before. In large 
areas incisions should be made in the central por- 
tions of the slough to permit of free escape of pus 
and secretions. The repair after a burn of llic first 
or second degree is accomplished by a normal 
growth of epidermis, but in every burn of the third 
degree the removal of the slough is accomplished 
by the growth of granulations beneath them. These 
granulating areas must be covered by the lateral 
growth of the epithelial cells, either from the edge 
of uninjured skin, or from islands of epithelium 
which have been left, or from the epithelium which 
lines the sebaceous and sweat glands. Thus you see 
the process of making new skin is very slow; an 
epithelial edge will grow about one-eighth of an 
inch a week. All very large surfaces after the re- 
moval of all sloughs, if there is a healthy granulat- 
ing area, should be skin-grafted ; but this operation 
will not be discussed in my paper. Frequent changes 
of dressings are to be avoided, but if they become 
saturated with pus and serum, the comfort of the 
patient is usually promoted by changing them. 



Support your patients with the best of foods and 
fresh air, and make them as comfortable as possi- 
ble. Here is where your soothing antiseptic pow- 
ders and open air dressings are most suitable, for 
it will require months for large stu-faces, healing 
only from the edges, to become covered with 
healthy epithelium. 

Always be on the alert for symptoms of infec- 
tion. The kidney is the main organ to suffer from 
extensive bums, and I regard this sequela or com- 
plication as almost always fatal. Watch for a low 
specific gravity of the urine and make frequent 
tests for albumen. I think it a good plan to give 
twice a week small doses of the mild chloride of 
mercury, and follow this with salines, also uro- 
tropine twice daily as a prophylactic, and help the 
kidneys to throw off as much solids as possible. 

I remember painfully, and to my great sorrow, 
that on last Thanksgiving Day, November 30th, 
my own son, six years and three months old, was 
bumed over one-half of his body and legs; nearly 
all in the third degree and deeper. The shock 
lasted almost forty-eight hours; some of the 
sloughs required two weeks to become detached. 
A great many of my medical friends came to my 
assistance and offered every suggestion possible, but 
none could offer a favorable prognosis ; however, he 
lingered for over two months, improving gradu- 
ally so far as the burn was concemed. Epithelium 
was growing rapidly on all edges, and his appetite 
and strength were remarkable, until finally his kid- 
neys began to show the effects of the poison. His 
urine became loaded with albumen, the specific 
gravity fell as low as 1003 or 1004, and there was 
great diminution in the quantity of urine, until 
finally for five days prior to his death he did not 
void any at all. In my mind there is no doubt but 
my son would have recovered, although such an 
extensive area was involved, had it not been for 
the involvement of his kidneys. 



The practice of covering a patient's face with a 
towel after operation, while he, still unconscious, 
is being taken on a stretcher to his room is to be 
condemned. So is anesthetizing a man in a poorly 
illuminated room. It is risky to send the etherizer 
away from an unconscious patient to beg^n anes- 
thetizing another case, unless some attentive and 
experienced assistant is specifically notified to watch 
the patient's gradual recovery from anesthesia. I 
have seen a patient vomit under such circumstances, 
when no attendant was close at hand to see that 
asphyxia did not occur. — Dr, J. B. Robjrris (Therqp. 
Gas.) Digitized by VnOOQlC 
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AN IMPROVED METHOD OF TREATING 
LEG ULCERS.* 

By G. A. Neuffer, M.D., Abbeville, S. C. 

It is not my intention to go into the pathology 
or causation of ulcers of the leg, but simply to 
describe to you a method of treating and curing 
them which has several advantages over any 
other and has been universally successful in my 
hands, affording me great satisfaction in the man- 
agement of a very troublesome condition and giv- 
ing my patients comfort and relief. The proce- 
dure is as follows : With warm water, some form 
of liquid antiseptic soap, and an ordinary surgical 
brush, scrub the leg thoroughly. Be sure to rub 
the brush over the surface of the ulcer as long 
as the patient will permit or until it begins to 
bleed ; then rinse the leg off with a warm i to i,ooo 
aqueous carbolic acid solution. After drying the 
leg and the ulcerated area, apply to the ulcers a 
60 grain to the ounce solution of nitrate of silver, 
using just enough of this solution to make them 
turn white. Next cover the ulcer or ulcers, if 
there be more than one, with a smooth pad of 
sterilized gauze, say about six thicknesses. Now 
with a flat three or four inch paint brush cover 
the leg from the base of the toes up to the knee 
with a good coating of Unna's paste, being sure 
to thoroughly apply it over the gauze pad as well 
as over the rest of the limb. Over this apply a 
gauze bandage, preferably a three-inch one, then 
another coat of the paste, and bring the bandage 
down from the knee back to the base of the toes. 
This usually completes the application, but if for 
any reason you wish a heavier cast, the painting 
and bandaging can be continued until the desired 
thickness is secured. 

The question comes up as to how often this 
treatment is to be repeated. There are two con- 
ditions which should guide you on this point — 
the comfort of the patient and the amount of 
oozing through the bandage; usually once a week 
or once every ten days is often enough. How- 
ever, should the leg become painful or uncomfort- 
able, or the discharge through the dressing exces- 
sive, you must make the application oftener. The 
judgment of the surgeon and the temperament 
of the patient must govern, but the longer you 
can make the intervals the quicker and the better 
results you will obtain. 

After the ulcers are cured, an elastic stocking 
must, of course, be worn to prevent a return. 



The greatest advantage this treatment offers is 
that rest in the recumbent position is not at all 
necessary; the patient comes to your office to 
have his leg dressed, and goes on with his regu- 
lar work as usual ; the only time lost is that which 
he spends in having the application made. Another 
advantage is the long intervals between treat- 
ments, the patient in the meantime experiencing 
no discomfort from his leg. 

Usually about eight weeks is required to eflfect 
a cure. 

In removing the cast preparatory to re-apply- 
ing, it can be cut through from bottom to top with 
a pair of scissors and then pulled off. 

Now, in conclusion, a word about Unna's dress- 
ing. It is all important that this be properly made 
in the first place, and properly applied. The 
formula for Unna's paste can be found in the thir- 
teenth edition of Hare's Practical Therapeutics, 
page 489, and is as follows: Gelatin, 4 parts; 
water, 10 parts; glycerin, 10 parts; zinc oxide, 
4 parts. The gelatin and cold water are put in a 
basin over a fire and a solution made, then the 
glycerin and zinc oxide are added with constant 
stirring. After the mixture is complete it is pour- 
ed into a can and allowed to cool, when it is ready 
for use. 

When cool the dressing is solid. When using- 
it, it must be heated until every particle in the 
vessel is melted ; then allow it to cool to the point 
where it will not burn the patient, and apply 
quickly. 



DISLOCATION OF THE ANKLE.* 

By C. D. O'Hara, M.D., Williamstown, Ky. 

Considering the subject of dislocations in gen- 
eral as they ordinarily present themselves to the 
railway surgeon, and thinking of those most gen- 
erally discussed in society papers and mono- 
graphs, it very soon occurred to me that the ankle 
had been curiously neglected. A hurried review 
of the list of bone and joint lesions reveals thaf 
the treatment is fraught with the greatest con- 
cern, demands an exhibition of the most direct 
and minute knowledge of the part, its surround- 
ings and relations, and is of the most momentous 
importance to patient, surgeon and company, so 
that I cannot disabuse my mind of the opinion 
that the ankle ranks second to none except, per- 
haps, the elbow. While theoretically its motions 



• Read at annual meeting of Association of Surgeons of Seaboard 
Air Line, Tampa, Fla., Oct. 30-31, 1912. 



• Read at seventeenth annual meeting of Association of Surigeons 
of Southern Railway, Washington, D. C, June 11-12, 1912. 
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are limited to those of a ginglymus joint, practi- 
cally it IS capable of more movements, supported 
and assisted as they are by the beautiful, though 
intricate, ligamentous arrangement and the pecu- 
liar, though efficient, articulation of the bones, 
than any other joint. Add to this the distinctive 
lameness certain to result from the least failure 
in treatment, the diminished usefulness of the 
entire limb of which it is a part, and the ease with 
which any shortcomings are observed, explained 
and comprehended by the public, and we have, I 
think, reasons sufficient to regard the ankle in its 
injured state with quite a degree of respect. 

In years past, among railway employees, injur- 
ies of the hands were far the more frequent. Im- 
proved methods of coupling and the relegation 
of the old "deadwood car" has improved condi- 
tions for the safety of these members. However, 
accidents are always occurring or threatening, 
and so long as this is the case, the place of least 
danger will always be just where one is not, and 
until human impulsiveness is entirely eradicated 
men will continue to vault from seeming to pre- 
sumed safety, possessed of a vague idea that it is 
wise to sacrifice a part and save the whole. This is 
one reason for ankle dislocations. Then, too, rail- 
way operatives have a penchant for using their 
feet in perilous places and for absurd purposes; 
the dangers to the pedal extremities when dis- 
mounting from fast moving cars are increasing, 
due as much to temerity perhaps as misfortune. 
As a consequence of the above, ankles will con- 
tinue to be dislocated and the foot to be forced 
from its normal position. 

If we see a case before the swelling and tume- 
faction have become very marked, and while the 
shock from the trauma is holding the pain in 
abeyance, the diagnosis of the dislocation and its 
variety is made with little difficulty, but as the 
surgeon usually arrives some time after the injury 
the unravelling of the case is not always easily 
accomplished. It becomes a matter of serious im- 
portance, requiring skill, time, and a thorough 
and painstaking comparison of the ankle with 
its fellow of the opposite side, or in ca§e of in- 
volvement of both with another uninjured joint. 

For working purposes the lateral dislocations 
may be dismissed, as they rarely or never occur 
except with fracture of the fibula or tibia, and, if 
the violence is very great, of both bones. This 
leaves the forward or backward dislocations of 
the astragalus from the bones of the leg, or the 
forward or backward dislocations of the astrag- 
alus from the scaphoid, cuboid and calcaneum, an 



injury which, while not exactly of the ankle-joint, 
yet is of a very great importance in arriving at a 
diagnosis by exclusion. 

When we consider the conformation of the 
astragalus and the way it fits between the bones 
of the leg above and rests as in a cradle upon the 
OS calcis below, and how it is yoked in front to 
scaphoid bone, it seems impossible that it could 
be thrown from its position. From its greater 
width in front, its strong lateral ligaments, and 
the stronger tendons of overlying muscles it 
would appear to be absolutely secured. But 
strong plantar flexion or over-extension and the 
continued action of a propelling force drive it 
either backward or forward, causing its displace- 
ment. Such injuries may and do occur with- 
out any fracture or tearing ; indeed the astragalus 
alone may be forced out of its socket into the foot. 
Dislocation forward is most rare and is more 
generally attended by fracture, but whether for- 
ward or backward the entire ankle-joint is in- 
volved, so that it is of as much importance as dis- 
locations of the leg bones from the foot. These 
cases are generally very painful, show great de- 
formity, may be attended with an enormous 
amount of edema, and often escape diagnosis, be- 
ing consigned to that graveyard of foot disor- 
ders, sprained-ankle. Especially is this true of 
the backward variety, for then there is no inver- 
sion or eversion, no shortening, and the parts are 
so swollen that the position of the bone is impos- 
sible to determine. In extreme cases one malle- 
olus is depressed, the other prominent, the sole 
of the foot turned up and absolutely motionless. 
Backward dislocations are infrequent, and are 
usually complicated by the bone being caught in 
the tibial tendons, some one of which may inter- 
pose itself in such a way as to render reduction 
mechanically impossible. When the bone is 
thrown far back under cover of the Achilles ten- 
don, the shortness of the head of the astragalus 
renders it almost impossible to apply any forward 
force and the probability of bringing about a re- 
duction is greatly diminished, so that excision is 
usually resorted to. However, in such cases one 
may with' prudence and safety adopt the most 
conservative course, as a foot in such condition in 
time may regain a great deal of strength, more or 
less mobility, and an appearance quite similar to 
the unaffected joint. 

The method of restoring the parts to their nor- 
mal relation as well as the manipulations in ex- 
amination should be carried on under anesthesia. 
Muscular resistance should be as completely over- 
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come as in a capital operation ; the pain is so in- 
tense that the least motion made causes a spas- 
modic contraction that completely masks the con- 
dition and position of the parts. Reduction when 
possible is best made by having an assistant grasp 
the thigh just above the knee, holding it securely 
but not too firmly, the operator making traction 
from the knee as a fixed point, the thumb and fin- 
gers exerting lateral pressure and carrying on the 
manipulations. A great amount of traction is 
seldom necessary and ropes, half hitches, and sim- 
ilar devices are rarely required. The retracing of 
Nature's motions in producing the injury is our 
guide, and the middle fasciculus of the posterior 
ligament, which is never torn in either forward or 
backward displacements, is our great aid. If by 
our manipulations we can get this strong band on 
the stretch and then apply proper traction, the re- 
duction is soon accomplished. Cases of complete 
displacement of the astragalus, with the sole car- 
ried straight up the leg, the joint increased three- 
fold in breadth, the osseous structures obscured 
by swelling, and the deformity resulting almost 
horrifying, can, by patience, a little force and skill- 
ful manipulation, be soon corrected. Such manip- 
ulations are useless unless the patient is thor- 
oughly relaxed. 

The selection of a dressing to be used is an op- 
tional matter. Here as elsewhere in luxations, 
get the parts in proper position and keep them 
so. In fact the lightest dressing possible is the 
most desirable, and the one so constructed as to 
most conveniently allow you to expose and in- 
spect the joint is the safest. Once the reduction 
is completed nothing short of repeated violence 
will cause the displacement to recur. Of far 
greater importance than the dressing used is the 
early application of passive motion and the con- 
tinued use of passive motion. A let-alone policy 
in ankle-joint dislocations can never be justified 
nor too roundly denounced. When we think of 
the complicated construction of this joint and of 
the tendons working through grooves of bone, 
we may safely presume that pseudo-ankylosis 
and ankylosis will be the rule rather than the ex- 
ception, while the strong lateral and antero-pos- 
terior ligaments between the leg bones and as- 
tragalus and between the ankle and bones of the 
tarsus will at times undergo changes that render 
them immovable as bone itself. The first at- 
tempts at movements should b^ made under the 
supervision of the surgeon, or better still by him, 
and it is well to have the patient constantly un- 



der observation until all possibility of lost or im- 
peded motion has disappeared. 

In conclusion I would say that enlarged, ten- 
der, deformed, motionless ankle-joints, even 
though the function of the foot is practically un- 
changed, furnish splendid material for the ma- 
lingerer and the legal fraternity, besides at times 
placing the expert witness in a most ticklish posi- 
tion in trying to explain why such an ankle is as 
good as ever even though he knows it to be true. 



REPORT OF A CASE OF COMPOUND DIS- 
LOCATED ANKLE.* 

By R. J. Noble, M.D., Selma, N. C. 

On Sunday afternoon, December lo, 191 1, I was 
called to see N. H., eleven years old, who had been 
injured while running and jumping with other boys 
into a ditch some twelve feet wide and eight feet 
deep. His right foot struck a harder place than it 
had before and turned, dislocating his ankle. The 
ends of the tibia and fibula were forced through 
the muscles and skin on the outer side and stuck in 
the mud of the ditch, causing a compound disloca- 
tion of the ankle-joint with fracture of the internal 
malleolus. The muscles and skin were cut as clean 
as if done with a knife. The tibia and fibula pro- 
truded through the skin for at least two inches and 
appeared as clean as if they had been scraped. The 
foot was turned up and was lying at the side of his 
leg, with the sole upward. Of course there was in- 
fection. 

After cleaning the tibia and fibula as well as the 
wound with a i-iooo bichloride solution, I reduced 
the dislocation easily. Dressings wet with the bi- 
chloride solution were applied to the wound and 
the foot and leg put in an open plaster cast, rein- 
forced with a piece of hoop iron on each side at 
the top of the cast. The next day a window was 
cut in the cast, the dressings removed and replaced 
with others wet with a solution of fluid extract 
of echinacea, one to four of water. 

On the fifth day I gave a hypodermic of anti- 
tetanic serum. There being a discharge of pus, 
peroxide of hydrogen was freely used, and the so- 
lution of fluid extract of echinacea continued. The 
stitches sloughed out, and all around the wound 
were purple blebs and small abscesses. A fresh 
plaster cast was applied every three or four days, 
because there was so much pus that it was impos- 
sible to keep it on longer. The casts were easily 
removed and as easily applied. 

* Read at the seventeeath annual meeting of Aasociation of Snr- 
feont of Southern Railway, Washington, D. C„ June 11-19, 1919, 
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After the third week there was constant improve- 
ment and the little fellow was discharged on Jan- 
uary 25, 1912, just forty-five days from the date 
of injury. I kept the cast on at night after he went 
without it during the day, for at least a week. He 
walked a mile without a crutch or stick on Easter 
Monday with the school children. Now he goes 
where he will with scarcely a limp. There is a 
slight inversion of his foot, somewhat like that of 
some parrot-toed boys. It gives me great pleasure 
to see the little fellow, who is named after me, play- 
ing as other boys, happy and proud of his foot; 
and it repays me well for all the trouble I had with 
him, when in passing he looks up with a bright and 
happy smile, and $ays: "Doctor, I am all right 
now." 



INJURIES TO THE ELBOW-JOINT.* 

By H. W. Blair, M.D., Sheffield, Ala. 

This subject is not of my own selection, but by 
request of the secretary of this association. My 
first impulse was to decline, and doubtless, when 
I have finished, the majority of you will decide it 
would have been far more appropriate for me to 
have done so. 

I always treat injuries of the elbow with many 
misgivings. This does not apply to the milder in- 
juries, but to fractures of the hones in this region. 
Sprains and dislocations with proper treatment are 
always relieved in time; necessity to use the limb 
steps in and completes the task for you, and the 
final result of the accident is satisfactory if you will 
only encourage your patient to go to work, and 
plead for a little time. But it is a fracture that 
tries the skill of the surgeon to thwart the efforts 
of the hungry lawyer and the susceptible injured 
perscxi to make somebody pay for an arm that he 
can readily show you is not in exactly the same 
condition or shape as the other one that has not 
been injured. 

The distal end of the humerus and the olecranon 
process of the ulna are the most common seats of 
fracture. The lower end of the humerus, on ac- 
count of the flattened laminated condition of the 
bone, broader by far than the shaft to accommo- 
date the radius and ulna below, forms a hinge joint 
sufficiently strong for the usual demands, but ill 
prepared to withstand violence of direct or indirect 
origin. The serrated condition of the lower ex- 
tremity of the himierus and the depression in which 

* Read at the seventeenth annual meeting of Association of Sur- 
geons of Southern Railway, Washington, D. C, June 11-12, 1912. 



the olecranon process rests when the arm is extend- 
ed, render a splitting of this part of the bone a 
usual result of accident. And still more common 
in my practice has been a splitting off of the ex- 
ternal condyle against which the head of the radius 
rests, and the radius, as we know, supports at its 
distal end almost the entire hand. A violent fall 
or blow against the hand with the arm wholly or 
partly extended is a common cause for the chip- 
ping off of the external condyle. 

It is ver\' difficult to place in proper position 
these fragments of bone and to retain them 
there while the dressings are being applied, and 
continue to hold them until bony union is complete. 
I always attempt to replace these bones as per- 
fectly as possible, with my mind riveted on the 
anatomy of the parts, and hold them in such posi- 
tion while the plaster is being applied, and continue 
my vigilance while awaiting the setting or harden- 
ing process. 

I invariably remove the dressings at the end of 
six weeks and find more or less deformity. The 
stiffness of the joint is relieved by passive motion 
and the kindly influences of use and time, and the 
usefulness of the arm is finally unimpaired. 

But there is not a surgeon connected with the 
Southern R. R. who is content and satisfied with the 
result of an injury if in appearance the limb is not 
as it was originally. Bones should be of the sam«* 
length and shape as they were before they were 
fractured. Deformities are not countenanced, and 
scars should be the least observable possible. 

I have never been satisfied with my treatment of 
fractures near the dbow-joint (and from the stand- 
point of the railroad surgeon this subject resolves 
itself into fractures at this point). 

The x-ray is a great and almost indispensable aid 
in diagnosing these injuries, and should be used in 
all cases when available. And when the conditions 
that exist are thoroughly understood, I believe the 
proper way to treat these fractures is under aseptic 
conditions to cut down on the broken bones and 
carefully nail together the fragments in perfect po- 
sition. The bones at this point are very accessible, 
the important tissues easily avoided, and then the 
dressings are of secondary importance. 

The smallest fragments should be tacked back 
in their former position. Under this treatment the 
usual slight deformities would be improbable, and 
in careful, skilled hands impossible. 

The olecranon process can be securely nailed 
back in perfect position, the ligamentous union, 
which is so common, obviated, and the unsatisfacr 
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tory attempt of drawing the bones together with a 
bandage avoided. 

Murphy of Chicago has utilized this principle 
in a bold and useful way, and the good work of this 
genius will spread throughout the land. 

The nail is far superior in every way to the wire 
suture in repairing bones; one's common-sense 
would naturally teach that, for it renders the 
parts more stable, which is the most important fac- 
tor in perfect bony union. 

The time is not far distant when the good sur- 
geon will add the hammer and nails of various 
sizes, with drills to suit, to his armamentarium of 
the regulation splints, plaster and bandages when 
he goes forth to treat solutions of continuity of 
bones, and especially will he find the hammer and 
nails useful in the treatment of fractures near the 
elbow- joint. 



Surgical Gleanings 



A New Sign of Fracture of the Lower End of 
the Humerus. — Dr. E. Kirmisson (Bui, de VAcad. 
deMed.,^0. 60,1912) calls attention to the fact that 
in fractures of the lower end of the humerus, which 
are particularly frequent in children, it is often 
difficult to differentiate between the supracondylar 
fracture and an anterior luxation of the dbow- 
joint. Besides the ordinary signs, a characteristic 
feature of supracondylar fracture of the humerus 
with forward displacement of the upper end is a 
transverse ecchymosis in the fold of the elbow 
which is caused by the pressure and contusion of 
the tissues at the upper margin of the lower frag- 
ment. Where the injury has been caused by severe 
force the fragment may perforate the skin. The ec- 
chymosis runs in a transverse line, as if inflicted by a 
blow with a thin object, but later becomes more 
diflfuse. The transverse course of the ecchymosis 
is absent in luxations because the effusion of 
blood in the latter is more diffuse. As it is a con- 
stant phenomenon in supracondylar fracture of the 
humerus, it is therefore of importance in the diag- 
nosis. 

The Combined Internal and External Treat- 
ment of Cancer. — Dr. A. Zeller (Munch, med. 
Wochensch., No. 34, 1912) describes a non-oper- 
ative method of treating cancer which he has em- 
ployed for about seventeen years. This first con- 
sisted in the administration of silicic acid, one 
grain three times daily. The results in the nine 
cases treated in this way were not convincing, since 
the microscopic diagnosis was lacking, although the 
symptoms otherwise pointed strongly to cancer. In 
view of the marked influence apparently exerted 
by salicic acid and the encouraging results of treat- 
ment, Zeller was afforded an opportunity of further 



investigating his method in the Samaritan Hospital 
of Heidelberg under the direction of Professor 
Czerny. Of the 25 cases treated, 15 received sub- 
cutaneous injections of silicic acid ester, 5 took so- 
lutions of potassium and sodium silicate internally, 
and the other 5 were treated both by injections and 
internal administration of the silicates. Although 
no complete cure was obtained, an arrest of growth 
or a diminution in the size of the cancer was gen- 
erally observed. From his experience Zeller con- 
cludes that the silicates may produce a reduction in 
size or even a cure in cases of small ttunors which 
have not yet undergone necrosis. Since November. 
1910. he has experimented with a combined method, 
consisting of the internal administration of the 
silicates and the external application of an arsenical 
mercury paste. In this way he has treated 57 cases 
with 44 cures ; the majority of these comprised ex- 
ternal cancers, the method being as follows: The 
tumor and its surroundings are first cleansed with 
pledgets of cotton soakwi in benzine; then the 
paste spread on linen is applied in a thick layer U 
the growth and its surroundings. When the paste 
has dried a covering of collodion is applied in the 
case of small tumors, while in larger and ulcerated 
cancers a dressing of gauze and cotton is employed. 
After eight to fourteen days the procedure is re- 
peated. Simultaneously 8 grains of a silicate are 
administered three times daily. When a cure ha- 
resulted, the silicates are continued for another 
year. The paste is said to have an intense destruc- 
tive action upon the tumor, followed by rapid gran- 
ulation and healing. 

Treatment of Inoperable Cancer with Meso- 
thorium. — According to Pinkuss (Deut, mcd. 
Wochensch., No. 38, 191 2) mesothorium enclosed 
in a capsule is a more convenient agent than the 
x-ray in many cases of cancer. Its effect, however, 
is equally superficial, as the rays have very little 
penetrating power. Its use is particularly indicated 
in g}'necological practice where it sometimes causes 
marked improvement in cases of inoperable cancer. 
It is often advantageous to supplement its employ- 
ment by the internal administration of thorium, 
which may be used subcutaneously or intravenously 
or directly injected into the tumor. 



Roentgen Diagnosis of Extrauterine Preg- 
nancy. — Dr. Zurhelle (Zentbl. f. Gyndk,, No. 26, 
1912) reports a case of extrauterine pregnancy in 
the later months with a dead fetus in which the 
diagnosis was confirmed by the x-ray. The wo- 
man, a IV-para, 41 years old, had suffered with 
irregular hemorrhages and violent attacks of pain, 
with an increase in the size of the abdomen. Roent- 
gen ray examination clearly showed the bones of 
the child, especially the skull, sacrum, ribs, and ex- 
tremittes. There were a number of patch-like shad- 
ows in the radiograph which seemed to be due to 
the presence of a large amount of lime salts in the 
placenta. The patient was operated on with re- 
covery. 
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York gave ample evidence— if such testimony were 
required— of the right of New York to be placed 
at the head of medical and surgical possibilities 
among the cities of this country, and they have 
placed their city in the very first rank as a surgical 
center. Somehow, the impression has grown and 
continued to grow, to the effect that New York with 
its enormous clinical material, was not taking prop- 
er advantage of this material. Smaller cities, no- 
tably Philadelphia and Baltimore, have disputed 
this supremacy with their greatest sister and there 
was none to say them nay. The Clinical Congress, 
however, has demonstrated that New York can 
Thou^ not required for plication, all communications mnst easily become, if it is not already such the greatest 

atn the author's name and address, othervfise no attention wOl ,. , , . axx^aKiy ouv,u, iiic ^rcaiCSl 

n^edical and surgical center in this country, and can 
compare favorably with Vienna, Paris and London. 
It is true New York has almost been persuaded to 
accept the view of its sister cities that it does not 
occupy the enviable position which is hers of right ; 
lack of organization, lack of co-operation, lack of 
that "boosting" which is so characteristic of the 
smaller cities, all of these have helped to bring 
about this condition of affairs. But the Clinical 
Congress has at least served this great purpose of 
demonstrating to New York what New York can 
do in the matter of surgical teaching. This great 
city has at last awakened to its vast possibilities, and 
it is quite certain that this awakening will not be 
ephemeral in character. New York cannot afford 
to accept second place to any of her sisters in this 
matter. She has the men, she has the facilities, and 
she has the material. Co-operation and intelligent 
effort, properly directed, must in a short time re- 
veal New York in its true picture, a picture made 
possible by this Congress, as one of the greatest 
medical and surgical centers in the world. 

If a word of criticism of this stupendous success 
is pardonable, something must be said of the pub- 
licity bureau of the Congress. That it has done its 
work well cannot be denied ; it deserves great credit 
for the character and quantity of its work. There 
is, however, one feature which has met with con- 
siderable criticism — ^the newspaper publicity. Sen- 
timent has changed materially in regard to the mat- 
ter of newspaper pubKcity, and it is no longer con- 
sidered a violation of the code of ethics for a med- 
ical man to be interviewed on important medical 
matters nor for his name to be mentioned in con- 
nection with the treatment of a distinguished pa- 
tient. With reference to the Congress, however, 
it seems to have been the policy of those in charge 
of publicity to give undue prominence to some of 
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THE RECENT CLINICAL CONGRESS OF 
SURGEONS. 

The Clinical Congress of Surgeons, which has 
just been held in New York, has undoubtedly made 
surgical history. Never before have so many surge- 
ons in active practice met and exchanged ideas and 
views, and surely the result must be of lasting ben- 
efit to all concerned. Fully 2,600 active practi- 
tioners registered and partook of the benefits af- 
forded by the Congress, a number unsurpassed in 
the history of surgery anywhere in the world. 

Several features of this unusual gathering stand 
out pre-eminent among many others. In the first 
place, the proceedings were almost entirely clinical 
in character, except for the evening meetings at 
which a limited number of excellent papers were 
read. Exact figures are not at hand, at this mo- 
ment, but it is estimated that from eight hundred 
to a thousand surgical operations were performed 
at the various clinics during each day of the Con- 
gress. Such an amount of clinical work is almost 
beyond comprehension, and in few cities anywhere 
in the world, with the exception, perhaps, of Vien- 
na, Paris or London, could such an exhibition be 
given. 

Not alcme was this large amount of surgical work 
done, but it was the consensus of opinion that it 
^vas extremely well done. The surgeons of New 
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the operators to the absolute exclusion of others 
who were doing equally good work. Dr. Brewer, 
in his opening address, announced very properly, 
that the surgeons in charge of the clinics would 
demonstrate the usual surgical procedures, and that 
the visitors to the clinics were not to expect any- 
thing spectacular or astounding. It must appear 
to all that this is the correct picture to paint of a 
gathering of serious men bent on the study of the 
everyday problems of their profession. Neverthe- 
less, the fact cannot be ignored, that the newspapers 
did not make mention of the fine work of the hun- 
dreds of surgeons who were performing the task 
that comes to them day in and day out, but gave up 
much space to the spectacular operations which 
very few, if any, of the visitors would ever be 
called upon to do. In the midst of so much clin- 
ical work — something like five thousand surgical 
operations in one week — ^it is but natural that the 
visitors should be attracted to the unusual and the 
spectacular, thereby slighting, unintentionally no 
doubt, the vast number of operations with which 
they ought to become more familiar. 

The professional world is made up of students 
and teachers. The teachers are in the vast minor- 
ity. Practically all of those who came to the Con- 
gress must be assigned to the student class, because 
they were there to perfect themselves in their daily 
work by studying the methods of the masters in 
this great city. To divert these men from their 
most important work by offering them the distrac- 
tions of spectacular operations may be very inter- 
esting, but it does not serve the primary purpose 
for which the Congress was established. On the 
other hand, from the standpoint of- the operator 
whose work was permitted to go by unnoticed, even 
though it be of a high order, it must be conceded 
that he was put to a decided disadvantage. The 
visitor, and the public, too, for that matter, were 
given the impression that the purpose of the Con- 
gress was to exploit the marvelous things that a 
few surgeons did, rather than the high quality of 
the work done by all the men on the program of 
the day. If the general public was to be made 
aware of the work being done by the various hos- 
pitals and clinics, it was just as important to an- 
nounce that Dr. Smith did an operation for an in- 
growing toe-nail, and did it well, as to give an un- 
due amount of space to Dr. Jones who trephined a 
skull and removed from the victim's brain the crime 
center. From the standpoint of the Congress, both 
operations deserved the same publicity ; it was for 
the visitors to choose which they preferred to see. 



and it was for the public to admire the skill of both 
surgeons. But to marvel at the one and ignore the 
other completely does not seem to be productive 
of the results for which the fathers of the Con- 
gress had hoped. To have published every day the 
complete program of the various clinics, without 
emphasizing one portion as against the other, would 
have placed the work of the Congress on a sound, 
conservative basis, with an utter absence of the 
spectacular on the one hand, and a widespread 
knowledge of the immense amount of fine work 
done in the New York hospitals, on the other. 

This is certainly but a single detail in a wonder- 
fully successful undertaking, one which deserves all 
the success that can possibly come to human en- 
deavor. It is to be hoped, however, that in future 
the aim will be made to give equal prominence to 
all portions of the clinical work, so as to eliminate 
the impression that nothing but the spectacular is 
worth while. 

Dr. Franklin H. Martin and his associates de 
serve the heartiest congratulations and thanks for 
the splendid results accomplished. Let us hope that 
their future efforts will be crowned with equal, if 
not greater, success. 

Abr. L. Wolbarst, ^I.D. 



THE NEW TREATMENT OF PRURITUS 
ANI. 

Murray's work on pruritus ani, as recorded in 
the August and September numbers of this journal, 
is worthy of a few words of mention. In these days 
of vaccine prophylaxis and therapy, few ccHiditions 
remain where a germ has not been found amenable 
to attack by his dead brethren. And now pruritus 
is claimed to stand ready to join its more famous 
distant relatives, typhoid, meningitis, acne, furunc- 
ulosis, etc. And why not? Periiaps, though not 
notorious as a taker of life, pruritus is a condition 
that has caused untold suffering, and strangely 
enough, has resisted all forms of treatment, not- 
withstanding the frequent reports of discoveries 
of "sure cures," and great have been the harvests 
reaped by the quack, simply because the practitioner 
has been unable to achieve results. 

Dr. Murray's theory concerning the etiology of 
pruritus ani is entirely new. Hitherto the general 
belief has been that this condition is caused by local 
rectal or anal disease, or else is an evidence of a gen- 
eral disturbance. True, the late Sir Frederick Wal- 
lis claimed to have found a small ulcer as the con- 
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stant cause, and Ball regarded it as an irritation 
in the nerve endings; both must have been wrong 
or there would not to-day be a basis for the new 
coccigenous theory of Murray. He may be in error 
as much as previous investigators. The fact that 
he has found the streptococcus in ninety-four cases, 
and has cured or benefited these patients with auto- 
genous vaccines, is no more conclusive proof than 
the numbers of cases and cures reported by Wal- 
lis. Some who have tried Murray's methods have 
been more or less successful in one or two isolated 
cases, while others have failed in their efforts of 
substantiation. As in all other things, we have the 
unbounded optimism of the enthusiastic discoverer, 
and the iconoclastic skepticism of the veteran who 
has witnessed the failure of many well-heralded in- 
novations. We must await the results of others in 
large series of cases before Murray's claims can be 
taken as final. Certainly he has opened a new field 
for investigation concerning pruritus ani; and 
should subsequent investigations bear him out, he 
will have won, in addition to the enmity of the 
quack, the thanksgiving of thousands of sufferers. 

Jerome Wagner, M.D. 



INFORMATION REQUIRED BY THE NEW 
POSTAL LAW. 

At the last session of Congress, an amendment 
was added to the Post Office Appropriation Bill, 
requiring the filing and publication of certain in- 
formation concerning the ownership and editorship 
of periodicals admitted to the mails as second-class 
matter. This amendment reads, in part, as fol- 
lows: 

Sec. affjVi' It shall be the duty of the editor, business 
manager, or owner of every newspaper, magazine, periodi- 
cal or other publication to file with the Postmaster General 
and the postmaster at the office at which such publication 
is entered, not later than the first day of April and the first 
day of October each year, on blanks furnished by the Post 
Office Department, a sworn statement setting forth the 
names and post-office addresses of the editor and managing 
editor, publisher, business managers, and owners, and in 
addition the stockholders, if the publication be owned by a 
corporation; and also the names of known bondholders, 
mortgagees and other security holders. .... A copy of 
such sworn statement shall be published in the second issue 
of such newspaper, magazine or other publication printed 
next after the filing of such statement. 

In accord with the provisions of the law we have 
placed our sworn statement on file with the Post- 
master General and with the postmaster at New 
York, and reprint it herewith : 



STATEMENT OF THE OWNERSHIP, MANAGEMENT, 
CIRCULATION, ETC. 

of The International Journal of Surgery, published 
monthly at loo William Street, New York City, required by 
the Act of August 24, 1912. 

Note. — This statement is to be made in duplicate, both 
copies to be delivered by the publisher to the postmaster, 
who will send one copy to the Third Assistant Postmaster 
General (Division of Oassification), Washington, D. C, 
and retain the other in the files of the post office. 

Editor-in-Chief, Dr. Paul J. Rosenheim, 226 West 97th 
Street, New York City; Managing Editor, Dr. Frank C. 
Lewis, 57 West 58th Street. New York City; Publishers, 
International Journal of Surgery Company, 100 William 
Street, New York City. 

Owners : H. Edwin Lewis, M.D., 57 West 58th Street, 
New York City; Frank C. Lewis, M.D., 57 West 58th 
Street, New York City; Paul J. Rosenheim, M.D., 226 West 
97th Street, New York City; Frank W. Hastings, Jr., 131 
Overlook Ave., Hackensack, New Jersey. 

Known bondholders, mortgagees, and other security 
holders, i per cent, or more of total amount of bonds, 
mortgages, or other securities: None. 

Frank C. Lewis, M.D., 

Managing Editor. 
S>^x>m to and subscribed before me this 31st day of 
October, 1912. 

M. F. Cavallon, 

Notary Public 



AMERICAN SURGICAL ASSOCIATION. 

The American Surgical Association has appoint- 
ed a committee consisting of Drs. William L. Estes, 
South Bethlehem, Pa. ; Thomas W. Huntington, San 
Francisco, Cal. ; John B. Walker, New York, City ; 
Edward Martin, Philadelphia ; and John B. Roberts, 
chairman, 313 S. 17th street, Philadelphia, to re- 
port on the operative and non-operative of closed 
and open fractures of the long bones and the value 
of radic^raphy in the study of these injuries. Sur- 
geons who have published papers relating to this 
subject within the last ten years, will confer a favor 
by sending two reprints to the chairman of the 
committee. If no reprints are available, the titles 
and places of their publication are desired. 

John B. Roberts, Chairman, 

313 S. 17th Street, Philadelphia. 



CORRESPONDENCE. 

To the Editor: 

I am preparing a monograph on tumors and dis- 
eases of the omentum, and wish to either purchase 
or secure gross specimens, microphotographs, draw- 
ings or sections of this structure. Credit will be 
given to the physician from whom they are secured. 
A competent pathologist, in the laboratory attached 
to my office, will tJike the gross specimens, work 
them up, make a laboratory report, and return rem- 
nants of specimens, if so desired. 

Hugh Grouse, M.D., 
El Paso, Tex. 
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THE ASSOCUTION OF SURGEONS OF THE SOUTHEIN lAaWAT. 

ASSOOATIOH OF SURGEONS OF THE PENNSTLVANU LINES. 

ASSOCUTION OF SURGEONS OF THE SEABOARD AIR UNE RAUWAT. 

THE PSYCHIC EFFECTS OF ACCIDENTS. 

By Tom. A. Williams, M.B, CM., Edin., 
Washington, D. C. 

Corresponding Member, Paris Neurologic and Psychic 
Societies, Neurologist to Epiphany Dispensary. 

(Concluded.) 

History of a Case of Simulated Quadrantic 
Hemianopsia. An ex-sailor of forty-one was re- 
ferred by Dr. Henning to whom he had been sent 
by Dr. Burch because of inability to perform 
more than light work. The patient had a small 
pension and had applied for an increase. He de- 
clared that he was believed epileptic in the navy, 
and that since the accident of falling out of his 
hammock while asleep fifteen years ago, after 
which he was totally blind, remembering nothing, 
life had seemed a dream. It was hard for him to 
understand people ; his memory was poor, and he 
was very nervous on the street, not being able 
to see out of one side of the eye and bumping into 
objects. As the hemiopic person carries his 
head turned towards the side of the sound 
retina and has to turn his head still further 
to see objects on that side of him, I suspected 
this man at once, for there was no deviation of 
the head. I accordingly nonchalantly asked him 
to move a dark screen so that he could be hidden 
while stripping. He did this in a dark corner 
without any head movement to indicate loss of 
vision in the periphery of either visual field. But 
on approaching the field with test objects in the 
usual way, he declared that these were only seen 
as they impinged upon the right upper retinal 
quadrant, i. e., below and to the left. As to his 
apparent good faith there was added a loss of the 
right Achilles reflex and some inequality of oth- 
ers, along with an uncertainty of the sensibility 
of the diapason on the malleoli, it was necessary 
to confirm either the patient's opinion, that his 
visual field was restricted, or my own, that it was 
not. As the pupils reacted normally and the optic 
papilla was not diseased, an anterior lesion was 
excluded. The diagnosis of simulation was 
clinched by his winking when I placed before 
the right field of the right eye the percussion ham- 
mer with which I was ostensibly testing the 



orbicular response to a tap on the facial nerve. 
This took place both from above and below, on 
the left and right side, and conclusively proved 
that he actually perceived objects with all parts 
of the visual field. 

It is hardly conceivable that such a syndrome 
had occurred by suggestion in medical examina- 
tion, and I stated that it was intentional. This 
was proven when he visited me for the second 
time, after I had told his doctors what I had 
found ; for on presenting the hammer in the same 
manner as before no wink occurred, the patient 
staring fixedly before him and declaring that he 
saw nothing except when the hammer was belovir 
to the left. It was, however, easy to show that 
he was feigning, by holding opposite the mid- 
horizontal plane of the eyeball just within the 
visual field two strips of color. He saw only the 
one color, and when they were reversed similarly. 
But he saw the color which impinged upon the 
blind field, and not that upon the field which saw. 
Hence, his feigning was deliberate, as he had 
suppressed the reaction by which it had been for- 
merly detected, and yet still showed, unknown to 
himself, that his blind field saw. 

The Management of the Psychic Effects of Acci- 
dents, The treatment is, as appears, rational knowl- 
edge of genesis and proper re-education of the pa- 
tient's viewpoint by a profound understanding of 
his psychology. Assurance is useless without this 
knowledge. Indeed, rapid encouragement only an- 
tagonizes the patient. Honesty is the best, the only 
policy. 

The following case, seen with Dr. S. S. Gale, N. 
and W. Railway, clearly illustrates the procedure: 

A railroad brakeman was thrown by the giving 
way of a stirrup while his train was traveling about 
ten miles an hour. He fell on the small of his back 
against a bank of earth, rolled over two or three 
times, and lost consciousness for over half an hour. 
After crawling about half a mile he was found. He 
felt sick all over and brought up blood, which also 
came from the bladder and bowels — only that day, 
however. After reaching his home town, he was 
assisted to his house, one and a quarter miles away. 
He did not sleep that night, but rested the next 
morning. In the afternoon he became restless, and 
sticking pains occurred in the back and lasted sev- 
eral days. He was up and about with a crutch in 
fourteen days, but shortly afterwards he lost the 
use of his legs, having to move them with his hands. 
He walked about on crutches, though he felt faint 
after progressing two or three squares. On ac- 
count of anxiety and want of means he soon after 
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went to live with his mother, his wife going to her 
father. When questioned, he repHed: "Well, yes, 
I missed her;" but he stated that he was too pre- 
occupied with his health to care much. About three 
months later he was able to hobble with a stick 
only, but varied from day to day in his power to 
do so. 

He said he felt a buzzing and severe pain in the 
head as well as in the back; these did not begin 
until one month after tfie injury. He worried much 
over his position and circumstances and the de- 
pendence of his wife, and in being unable to help 
her and his mother, who was an invalid with a 
younger boy to take care of. (He wept while relat- 
ing this.) He never worried before his accident, 
but now he could not help it, for though he was 
owed $225 by an accident insurance company, they 
would not pay him anything. He did not know 
what to think about his health, for though the rail- 
road doctor upon seeing him after the accident de- 
clared he would soon recover and be able to work, 
he had lost over twenty pounds in weight, had be- 
come very weak, had sore throat, capricious appe- 
tite and sallow skin, and wept nearly every day. 
Moreover, about ten days after the injury, two 
Gather doctors, called in by his family, said, each 
independently of the other, that he had a conges- 
tion of the spine, which though probably tempo- 
rary might last a lifetime. He had a very severe 
"fainting spell" one day after a cold, but when in- 
terrogated he confessed to having eaten a large 
meal of sweet milk and cold slaw, and this was the 
only occasion since the accident upon which he had 
actually vomited, though he had often had a dull 
sick feeling when overheated. He wished he had 
never seen a railroad, "meaning nothing detrimen- 
tal to anyone but myself." 

He had employed attorneys who were bringing 
a claim against the company; he had asked for 
$2,500 and employment, and had received much 
sympathy from his friends. When asked his ob- 
ject in this, he replied: "I will be frank with 
you and all. I was looking forward to promotion. 
It was no fault of mine that I was injured ; if it 
had been, I would have said nothing. I merely 
asked for a sum of money and a job I could do. I 
could get around and do a job I could do, but I 
would never railroad again; for in catching a 
box local, it means heavy weights all day, and I 
cannot gain promotion except through this." He 
thought he might do office work, though he 
dreaded it; for outdoor occupation suited him 
better than the confinement of bookkeeping; be- 
sides, a good brakeman could make a hundred 
dollars a month. 



Upon examination, I found the tendon reflexes 
equal on the two sides and neither exaggerated 
nor unduly feeble. The cutaneous reflexes were 
all unusually active with the exception of the 
plantar, in which, however, the toes distinctly 
flexed upon several occasions, until inhibited voli- 
tionally. When I distracted his attention, flexion 
again occurred. A pin prick on the lower limbs 
was called a punch, cold steel was thought to be 
warm, and the diapason was felt only when in 
full vibration. Cotton wool was not felt in front 
as high as the groin, and behind as high as the 
iliac crest on the right side, at first, but after the 
left side had been examined and found insensi- 
tive only as far as the gluteal fold, he confessed 
to feeling the wool on the right buttock also. 
When asked to say when he did not feel the 
wool, he said "no" the first seven times he was 
touched on various parts of the lower limbs, later 
ceasing to reply. The gluteal esthetic boundary 
varied by about two inches at different examina- 
tions. In the lumbar region he was bilaterally 
hyperesthetic in a two-inch zone, shading off be- 
low and sometimes extending onto the buttocks. 
Posteriorly, the upper border of the zone corres- 
ponded to D. 12 and L. 1; laterally to D. 10-11, 
and anteriorly to D. 8-9. These symptoms re- 
sembled to a superficial observer those of a crush 
of the cord. 

The motor power was good. When he at- 
tempted to use the legs alone, he strongly tight- 
ened up the antagonistic muscles; but when his 
attention was diverted he could maintain power- 
ful extension of the knee, even on the left side, 
though he declared himself weak there from an 
old dog-bite. Babinski's combined flexion was neg- 
ative. The pupils were equally dilated ajid respond- 
ed promptly and vigorously to light and accommoda- 
tion, but no pain reflex could be elicited. There 
was no loss of memory or other intellectual de- 
fect, although the affectivity was perturbed as 
described. 

It should be evident that the incapacity of this 
man arose from the fixed idea, very probably in- 
culcated after the accident by his friends, although 
contributed to largely by the common belief of 
railroad employees, that an accident can induce 
serious nervous disease. The doubtful prognosis 
of the doctors, evidently unskilled in neurological 
diagnosis, strongly fortified the man's belief and 
consequent anxiety. The anesthesia, produced 
by previous medical examinations, might have 
deceived an inexperienced observer, but the wool 
test, which had not previously been performed 
as I made it, quickly revealed not/onlv an "mn- 
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e3ucated" line of demarcation, but demonstrated 
that the man did feel by the very fact that he 
said he did not. Of course, even had I not suc- 
ceeded in thus demonstrating the incongruity of 
the syndrome with the neuropathology of the 
spinal cord, the complete conservation of all the 
reflexes was sufficient to show that the anesthesia 
did not arise from disease of the spinal cord. 

The diagnosis, then, was hysteria, the psychic 
elements of which were clearly revealed in the 
foregoing history. The prognosis given was fav- 
orable, but I first explained to the patient and 
doctor separately the real genesis of the disorder, 
showing the former the effects of worry and 
anxiety upon bodily nutrition and the role of 
ideas over bodily activity. 

The treatment I recommended was the re-es- 
tablishment of good nutrition, regular exercise, 
removal of grief and worry by the assurance of 
a reasonable compensation for the anxiety and 
loss he had suffered (for though his ideas were 
erroneous, and he was in one sense of the word 
a simulator, he was so unconsciously, and be- 
cause of the environmental beliefs he had ac- 
quired), and the declaration that by following 
my treatment he would be capable of moderate 
work in a few weeks, and in a short time would 
be entirely restored to health. Being asked for 
a certificate, I gave the following to both patient 
and doctor: "This is to certify that I find Mr. 
V. to be suffering from a condition of incapacity 
for free walking or mental or physical work 
from the effects of a fall from a brake car (as I 
am informed). This state is induced, as a result 
of the aforesaid accident, by the worry, anxiety, 
and loss of means directly caused thereby. I be- 
lieve that by appropriate treatment he could be 
restored to a certain extent within one month, 
and that within three months he could be fully 
capable of pursuing any laborious avocation he 
chose. He is, however, at present in too low a 
state to be capable of long, continuous labor, 
even though the incapacity of the limbs were 
immediately removed. There is, and has been, 
no disease of the spinal cord or peripheral nerves 
at play in the induction of any of the symptoms 
which I find. The erroneous belief that there 
has been such an injury powerfully contributes to 
the anxiety which maintains his present state." 

As to the outcome, a letter from the doctor a 
few days ago stated in reply to my query : "We 
compensated V. by a sum of six hundred dol- 
lars, and he went back to work on time just as 
yon predicted." *'Naturam morborum curationes 
ostendunt." 



The replacement of the morbid feeling tone 
by another cannot be direct, but must be accom- 
plished by replacement of the causative idea by 
another, and this is what, indeed, the psychother- 
apist does in the gastric neuroses. But in trau- 
matic cases the litigious element often prevents this, 
for the patient is suspicious of ever^^one who 
does not acceed at once to his fixed idea that he 
is incapacitated, and medical men as a whole 
are not noted for the psychological finesse re- 
quired in approaching such cases. Hence, access, 
even if gained, is quickly lost, except by physi- 
cians whose belief concords with that of the pa- 
tient, and these, believing as falsely as he, are as 
helpless to cure him. 

It must be remembered, too, that mere affirma- 
tion may prove a very poor appeal, for a cold, in- 
tellectual acceptance is not enough to change an 
attitude of mood which has been assumed for 
any considerable time. Intellectual acceptance 
must entrain immediate action, whether emotional 
or not; for the whole bearing of the patient's 
mood must be orientated towards a desired idea — 
that of disappearance of the hurtful idea-emo- 
tion complex. Thus, I obtained the active con- 
sent of my patient, and he was invited to dine 
with his doctor that night, made to feel optimis- 
tic, and then taken home and the settlement 
clinched at once. 

It is clear that the return of this man's func- 
tional capacity was the result of the enlightened 
and skillful persuasion he received during our 
interview, seconded by his physician, who saw 
that immediate action followed an intellectual 
conviction which might not have been maintained 
against the counter-suggestions he would have 
again received in the environment of invalidism 
which had grown up around him. It must be re- 
membered that patients with a fixed idea become 
aboulic where other matters are concerned. Thus, 
Brissaud remarked of a patient who went into 
a fit when they gently attempted to extend the 
contraction of a limb which had lasted five years 
since a railway accident. 'This contracture is 
my life." Misoneism, the impossibility of adapta- 
tion to unusual conditions, is common enough, 
and its intensity is proportional to the length of 
time during which the mental habit has persisted, 
as well as to the affection, so to speak, with which 
one's habit or defect has been cherished and the 
age at which they have been acquired, and in 
such persons conviction soon becomes inert if 
allowed to sleep. 
1705 N Street. 
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PROCEEDINGS OF ASSOCIATION OF 

SEABOARD AIR LINE RAILWAY 

SURGEONS. 

Eleventh Annual Session, Held at Tampa, Fla., 
October 30-31, 1912. 



FIRST DAY — MORNING SESSION. 

The Association met in the convention hall of 
the Tampa Bay Hotel at lo o'clock a. m., and was 
called to order by the President, Surgeon Samuel 
C. Benedict. The invocation was offered by Rev. 
Father Navin. The Address of Welcome in behalf 
of the city of Tampa was made by Mayor McKay, 
and the response by Chief Surgeon Jos. M. Burke, 
Petersburg, Va. 
Report of Entertainment Committee as follows: 

Thursday, 4 p. m., an automobile joy-ride around 
the city for the surgeons and ladies. 



DR. J. H. MILLER, CROSS HILLS. S. C. 

President of Association of Seaboard Air Line Railway 

Surgeons, 1912-1918. 

Thursday, 9 p. m., a banquet for the surgeons 
and their wives at the Tampa Bay Hotel, tendered 
by the officials of the Seaboard Air Line Ry. While 
the scientific sessions are in progress, the ladies 
will be entertained by a launch ride to Sulphur 
Springs and afternoon social tea in hotel rotunda. 

Friday, November i, magnificant boat and fish- 
ing trip from Tampa to Sarasota. The steamer is 
furnished to the surgeons complimentar}- by Mr. 
Saverese. the owner. The Seaboard Air Line officials 



will tender the surgeons and their families a lunch- 
eon on this trip. 

Friday evening, at 9 o'clock, the Sarasota Cham- 
ber of Commerce will tender the surgeons and their 
families a banquet at Sarasota. Dr. Jack Holton 
will take the surgeons and the ladies out in auto- 
mobiles to the grape-fruit and orange groves, and 
in boats to the best fishing places. 

This program was all carried out to the letter. 

The Committee on Necrology reported the fol- 
f ollowing deaths : 

Dr. E. W. Pinson, Cross Hill, S. C, aged forty- 
two years. First located and practiced medicine 
in Lincoln, Ga., for two years. Returned to his 
native State and located at Cross Hill, S. C. Became 
associated with his uncle, Dr. J. H. Miller, and con- 
tinued in active practice until November 5, 191 1, 
when he was stricken with paralysis and died 
July, 191 2. 

Dr. J. A\'. Nance, of Lake City, Fla., and Dr. 
G. \\\ Lamar, of Quincy, Fla., died since our last 
meeting, but we have been unable to learn particu- 
lars about them. 

Respectfully submitted, Surgeon W. C. Griffin, 
Cartersville, Ga. ; Surgeon J. E. Malone, Louis- 
burg, N. C. ; Surgeon J. B. Curtis, Orange Heights, 
Fla. 

The Committee on Compensation reported, as 
previously printed in the last Transactions. A mo- 
Won was made and carried that this committee be 
dismissed with thanks of the Association, and that 
they be reimbursed by the Association for their ex- 
penses on this trip. 

Dr. Wm. Weston of Columbia, S. C, Chairman 
of Committee on Foreign Transportation, re- 
ported the following: 

Columbia, S. C. October 28, 1912. 
^ To the Surgeons of the Seaboard Railway Association: 
^•t#r^Gentlemcn : 

^^ At the last meeting of our association in Washington, 
I was appointed a committee of one to ascertain our status 
in regard to receiving transportation over other lines than 
the Seaboard. 

I beg leave to report that in compliance with your instruc- 
tions, I immediately took up the matter with Senator B. R. 
Tillman, who you will recall had a very prominent part 
in the making of the laws for the guidance of the Inter- 
state Commerce Commission. 

After much correspondence and several personal inter- 
views between Senator Tillman and the Interstate Com- 
merce Commission, we have ascertained the following 
facts, which I transmit to you for your information: 

First : There is no law which forbids one railroad com- 
pany requesting a pass for one of their surgeons over an- 
other railroad. 

Second: The Interstate Commerce Commission has 
never issued any order declaring the issuance of such a 
pass unlawful. 

Third: Surgeons are put by the Interstate Commerce 
Commission identically on the same basis as lawyers in 
the employ of railroad corporations. 
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Fourth: We find that the matter is purely a question 
for determination by the railroad officials as to whether 
their surgeons shall receive passes from foreign lines, and 
as stated before, has not been a matter of decision by the 
Interstate Commerce Commission. 

Sincerely trusting that this brief report will answer to 
your satisfaction the question at issue, I beg leave to re- 
main, with great respect, 

Yours very truly, 

William Weston. 

A resolution thanking Dr. Weston was passed 
by the Association. The following motion was 
made and carried : 

Moved that the Association request that a copy 
of Dr. WestCMi's report in reference to foreign 
transportation be sent to the General Claim Agent 
and Chief Surgeon, and that they be requested to 
bring the matter to a satisfactory conclusion. 



'IVO 



DR. J. W. PALMER. AILEV. (.A., 

Secretary and Trcarvircr of ,\ssociation of Seaboard Air Line 

Railway Surgeons, 1912-1913. 



AFTERXOOX SESSION. 

The meeting was called to order at 3 p. m. by the 
President, Surgeon Samuel C. Benedict. 

Surgeon J. G. Dean, Dawson, Ga., read a very 
interesting paper, entitled "Report of Surgical 
Cases with Incidental Reference to the Use of 
Chloroform." The discussion was opened by Sur- 
geon Southgate Leigh of Norfolk, \'a.. and con- 
tinued by Surgeons G. A. Xeuffer, Abbeville, S. C. ; 
J. E. Malone, Louisburg, X. C. ; H. A. Burke. Pet- 



ersburg, Va. ; S. R. Benedict, Athens, Ga.; J. \V. 
Smith, Branchville, Va. ; E. H. Pomeroy, Braiden- 
town, Fla. ; \\\ W. Wilkerson, LaCrosse, Va. ; C. B. 
Wilkerson, Apex, N. C. ; H. H. Seeley, Tampa, 
Fla. ; R. L. Harris, Jacksonville, Fla. ; J. C. Knight, 
Plant City, Fla. ; L. S. Oppenheimer, Tampa, Fla. 

^'Miscellaneous Remarks on Surgery" was the 
title of a very appropriate paper by Surgeon H. D. 
Stewart, Monroe, N. C. 

A timely paper on "Apomorphine" was read by 
Surgeon R. B. Epting, Greenwood, S. C. It was 
discussed by Surgeons John W. Smith, Branchville, 
Ya. ; G. A. Neuffer, Abbeville, S. C. ; E. H. Pom- 
eroy, Braidentown, Fla., and Chief Surgeon Jos. 
M. Burke, Petersburg, Va. 

'Tetanus with Blood Poisoning" was the title of 
a valuable contribution by Surgeon J. E. Malone, 
Louisburg, X. C. 

"Tetanus Antitoxine in Railway Surger>'" was 
the title of an excellent paper read by Surgeon 
Southgate Leigh, Xorfolk, Va. 

These papers were discussed by the following 
surgeons : C. B. Wilkerson, Apex, X. C. ; M. P. 
Perry, Macon, X. C. ; E. H. Pomeroy, Braiden- 
town, Fla.; J. \\\ Smith, Branchville, Va. ; J. G. 
Dean, Dawson, Ga. ; L. S. Oppenheimer, Tampa, 
Fla.; A. B. Croom, Maxton, X. C. ; R. L. Harris, 
Jacksonville, Fla. Meeting adjourned. 

EVENING SESSION, 8 P. M. 

The meeting was called to order by First Vice- 
president, Surgeon H. A. Burke. Petersburg, Va. 

President, Surgeon Samuel C. Benedict, Athens, 
Ga., delivered his address, after which the Asso- 
ciation was entertained by a concert. 

SECOND DAY MORNING SESSION, lO A. M. 

Surgeon G. A. Xeuffer, Abbeville, S. C, read a 
very interesting paper on "An Improved Method 
of Treating Leg Ulcers." It was discussed by 
Surgeons Calvin T. Young, Plant City, Fla. ; S. R. 
Benedict, Athens, Ga. ; S. B. Little, Colbert, Ga. ; 
E. H. Pomeroy, Braidentown. Fla. ; C. B. Wilker- 
son, Apex, X"^. C. ; Surgeon Xeuffer in closing. 

The Executive Committee made the following 
rq)ort : 

We recommend the following surgeons for mem- 
bership: Surgeons J. G. Baskin, Dunellon, Fla.; 
W'm. Griffith, Dunellon, Fla. ; E. H. Pomeroy, 
Braidentown, Fla.; John C. Wills, Starke, Fla.; 
A. B. Croom, Maxton, X. C. ; W. C. Bostic, For- 
est City, X. C. ; J. S. Xorman, Bladenboro, X. C. ; 
W. X. Thomas, Oxford, X. C. ; Calvin T. Young, 
Plant City, Fla. ; W. D. James, Louisburg. N. C. ; 
T. l'». Henderson, Boykin, \'a. ; J. B. S. Holmes, 
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Tampa, Fla. ; W. C. Person, Orlando, Fla. ; J. E. 
Johnston, Elberton, Ga. 

We recommend that the next place of meeting 
be Petersburg, Va. 

We recommend that Amendment I in Constitu- 
tion be changed to read as follows: "Our annual 
meeting can be held any time from August ist to 
November ist of each year." 

On motion the Association accepted the recom- 
mendations. 

Chief Surgeon Jos. M. Burke read the follow- 
ing letter from W. J. Harahan, President of the 
Seaboard Air Line Railway. This was unanimous- 
ly and enthusiastically received by the Association, 
as Mr. Harahan seems to be one among the first, 
if not the first, of railroad presidents to see and 
appreciate the importance and value of railway sur- 
geons. The Seaboard surgeons appreciate and wel- 
come their new President, and Dr. Burke compli- 
mented him in glowing terms, assuring the Asso- 
ciation that he is a most excellent gentleman, and 
that his co-operation may be expected. Dr. Burke 
asked and urged the surgeons to use their influence 
in their localities to further the interests of the Sea- 
board in general. 

Our Chief Surgeon was so much pleased with 
Mr. Harahan's letter that he read it again at the 
banquet. The Association, by unanimous vote, 
asked that the letter be published in the Journal 
and the Transactions. 

Seaboard Air Line Railway, 
office of the president. 

Norfolk, Va.. October 28, 1912. 
My dear Sir: 

I received in due course your letter of October 22nd, ex- 
tending to me an in^vitation to be present at the meeting 
of the surgeons on October 30th and 31st. 

It would have given me very great pleasure to have been 
present at this meeting had it been possible for me to do 
so, but on account of other important engagements inter- 
vening it is impossible for me to be with you. 

I am sure that the surgeons would be delighted to extend 
to me the hearty welcome that your letter indicates, and 
it would have been great pleasure' to me to have personally 
received the welcome. 

I note that you ask that I offer you any advice for the 
good of the service which would be conducive to having 
the Association continue to do the good work that it has 
done heretofore. I really do not feel qualified to offer 
any advice from a technical standpoint, as I feel that the 
Chief Surgeon is fully qualified to outline all advice nec- 
essary from that standpoint, and the subjects of the pa- 
pers which you show in your program are such as indi- 
cate that the field is well covered technically. 

There is one thing, however, to which I would like to 
call attention, and that is, the opportunity that the 
company surgeon has to be of service to the railroad out- 
side of his professional capacity, and that is, in helping 
in carrying on the desire of the company to cultivate the 
good-will of the people along its line. 

The surgeons, as a general proposition, are of the highest 
grade of the people we have in the cities along the rail- 
way; the very nature of their profession is such that this 
is true and, therefore, they are in a position to reach peo- 
ple that others can not, and while I would not ask them 



to do this obtrusively, yet there are many occasions on 
wihich they can place the railroad "rig-ht" before the people^ 
and do it in an incidental kind of a way that will carry 
with it great weight. 

I believe that the railroads are really tiying to do what 
is the ri^ht thing, and I am sure that this railroad is. I 
aon also j ust as sure that it is the best policy to do so. The 
railnoads are business institutions, the same as other bus- 
iness institutions, and I feel that they are being run hon- 
estly and want to serve the commuraty in an honest way^ 
and that they should have the respect of the community 
to as great an extent as any other line of business. 

I would earnestly ask the members of your Association 
thJat when thev hear slighting remarks, or when it comes 
to their knowledge Ihat prejudice is being created against 
the railroad, they do their utmost to remove such an im- 
pression, or, if they feel that the railnoad company is wrong,, 
which it sometimes is, that they would call our attention to 
it so that we may either explain the situation, as some- 
times it only requires an explanation to remove that feel- 
ing, or that we may remedy it in case we are doing the 
wrong thing. 

I wish you a very successful meeting, and trust that I 
may have the opportunity of being present at some of your 
future meetings. 

Yours truly, 
W. J. Harahan, 

President. 
Dr. Joseph M. Burke, 

Chief Surgeon, Seaboard Air Line Railway, 
Petersburg, Va. 

"Treatment of Fracture of Long Bones" was the 
title of a very able paper presented by Surgeon H. 
A. Burke, Petersburg, Va. Discussion was opened 
by Surgeon M. P. Perry, Macon, N. C. 

^'Professional Mannerism" was the title of a very 
important paper presented by Surgeon Jno. H. Mil- 
ler, Cross Hill, S. C, and discussed by Surgeon 
J. W. Palmer, Ailey, Ga. Discussion was closed by 
Surgeon Miller. 

Loving Cup to Chief Surgeon Jos. M. Burke. 
As a token of the esteem and affection the members 
have for their Chief Surgeon, Dr. Jos. M. Burke^ 
Petersburg, Va., they presented to him a costly and 
beautiful loving cup. In very appropriate words 
Surgeon Southgate Leigh of Norfolk, Va., pre- 
sented this cup to Chief Surgeon Burke, who in 
very effective words -expressed his appreciation of 
such a token. 

Meeting adjourned. 

AFfERNOON SESSION, 3 P. M. 

Dr. S. R. Benedict, Athens, Ga., read a very in- 
teresting paper on "Tincture of lodin." It was dis- 
cussed by Surgeons R. L. Harris, Jacksonville, Fla. ; 
J. G. Dean, Dawson, Ga. ; C. B. Wilkerson, Apex,. 
N. C. ; H. A. Burke, Petersburg, Va. ; S. B. Little, 
Colbert, Ga. ; J. H. Miller, Cross Hill, S. C. ; J. E. 
Johnson, Elberton, Ga. ; W. C. Person, Orlando, 
Fla. ; H. D. Stewart, Monroe, N. C. ; R. B. Epting, 
Greenwood, S. C. ; S. C. Benedict, Athens, Ga. ; 
J. S. Xorman, Bladenboro, N. C. 

Surgeon J. W. Palmer, Ailey, Ga., Secretary and 
Treasurer, made his report. 
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Surgeons J. H. Miller and J. W. Smith, Auditing 
Committee, reported Secretary's account correct as 
rendered. 

One of the most interesting papers read was that 
presented by Surgeon Jno. W. Smith, entitled "The 
Country Doctor; His Opportunities and Limita- 
tions." The discussion was opened by Surgeon 
Southgate Leigh, and continued by Surgeons E. H. 
Pomeroy, Braidentown, Fla. ; and A. B. Croom, 
Maxton, N. C. 

**A Knife Wound of the Head" was the title of 
an interesting paper read by Surgeon J. L. Ken- 
nedy, Manassas, Ga., and discussed by Surgeon W. 
C. Griffin, Cartersville, Ga. 

**Hygiene of Railway Passenger Trains'' was the 
title of one of the most important papers before the 
meeting. This was presented by Surgeon E. H. 
Pomeroy, Braidentown, Fla. Discussion was 
opened by Surgeon Southgate Leigh, Norfolk, Va., 
and continued by Surgeons S. R. Benedict, Athens, 
Ga. ; J. D. Ingram, McBee, S. C. ; Chief Surgeon 
Jos. M. Burke. Petersburg, Va., and Dr. Pomeroy 
in closing. 

resolutions of thanks. 

Before adjournment the surgeons passed the fol- 
lowing resolutions : 

^'Resolved, That the Association of Seaboard Air 
Line Railway Surgeons tender its thanks to the 
management of the Tampa Bay Hotel for the cour- 
teous and very satisfactory manner in which it has 
cared for us. 

"Resolved, That the Seaboard Air Line Railway 
Surgeons tender their thanks to the press of the 
city of Tampa for its courteous manner of report- 
ing our meetings. 

"'Resolved, Further, That thanks be extended to 
Chief Surgeon Joseph M. Burke for his strenuous 
work in making the meeting a success, and for his 
efforts in securing free Pullman transportation and 
funds from the Seaboard management for the ban- 
quet and boat luncheon. 

^'Resolved, Further, That the thanks of this Asso- 
ciation be extended to the Seaboard officials for the 
interest they have manifested in our meeting, and 
we desire particularly to express our appreciation 
for the banquet and luncheon tendered the members 
of this Association at this meeting. 

^'Resolved, Further, That the thanks of the As- 
sociation of Seaboard Air Line Surgeons be ex- 
tended Dr. L. S. Oppenheimer and the local mem- 
bers of the Association for the able manner in 
which they have arranged for, entertained and 
cared for the Association." 



RESOLUTIONS BV LADIES. 

The following resolutions were passed by the 
wives of the surgeons: 

''Resolved, That the families of the Surgeons 
of the Seaboard Air Line Railway beg to sincerely 
thank the management and Chief Surgeon of the 
Company for the magnificent and kindly treatment 
of them, in providing free Pullman transportation 
and donation for our entertainment at the annual 
meeting of the Association of Surgeons at Tampa, 
Fla,; and 

''Resolved, Further, That a copy of these reso- 
lutions be transmitted to the President and Assist- 
ant General Manager. 

'The families of the Seaboard Air Line Sur- 
geons also wish to thank the entertainment com- 
mittee of Tampa and Mr. H. yi. Stanford for the 
courtesies extended. 

**( Signed): Mrs. Robert L. Harris, President; 
Mrs. C. A. Neuffer, Vice-president; Mrs. A. E. 
Croom, Secretary." 

The following officers were elected : 

President, Surgeon John H. Miller, Cross Hill, 
S. C. 

First Vice-president, Surgeon H. Aulick Burke, 
Petersburg, Va. 

Second \Mce-president, Surgeon J. D. Ingram, 
.McBee, S. C. 

Third A'ice-president, Surgeon S. R. Benedict, 
Athens, Ga. 

Secretar}' and Treasurer, Surgeon J. W. Palmer, 
Ailey, Ga. 

Surgeon John M. Blair was re-elected a member 
of the Executive Committee for a term of five 
years. 

On motion, the meeting adjourned. 

J. W. Palmer^ See, and Treas. 



THE ASSOCIATION OF SURGEONS OF 

THE ATLANTIC COAST LINE 

RAILROAD. 

This association met in Richmond Va., Oc- 
tober 15th and i6th, with a good attendance. 
Dr. J. M. Parrott, Kinston, N. C., the president, 
was in the chair. The program included a number 
of interesting papers and a most instructive talk by 
the Chief Surgeon, Dr. G. G. Thomas, of Wilming- 
ton, N. C. A reception at the Country Club on the 
first afternoon, and a trip down James River on the 
second day, were the social features enjoyed. A 
very pleasing feature of the meeting was the pre- 
sentation of a handsome traveling case to Dr. 
Thomas and a silver card case to Mrs. Thomas, by 
the members in attendance. 
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The following were elected officers for the com- 
ing year: President, Dr. John S. McEwan, Or- 
lando, Fla.; vice-presidents, Drs. S. T, Nicholson, 
Washington, N. C. ; C. E. Moore, Wilson, N. C; 
H. B. Mahood, Emporia, Va.; secretary-treasurer, 
Dr. C. P. Aimar (re-elected), Qiarleston, S. C. ; 
members of executive committee, Drs. G. G. Thom- 
as, Wilmington, N. C. ; Southgate Leigh, Norfolk, 
Va. ; I. F. Hicks, Dunn, N. C. ; W. S. Lynch, Scran- 
ton, S. C. ; M. N. Stow, Jesup, Ga. ; Oliver J. Mil- 
ler, Sanford, Fla., and G. A. Hammond, Dothan, 
Ala. The next place of meeting will be decided 
upon later by the executive committee. — Va. Med. 
Semi-Mo., Oct. 25, 1912. 



Book Notices 



Murphy's Clinics. Issued Serially; One Number Every 
Other Month, Six Numbers a Year. Per Year $8.00. 
Volume I, Nos. 2 and 3. Philadelphia: W. B. Saun- 
ders Co., 1912. 

The second number of Dr. Murphy's Clinics 
shows an interesting choice of subjects. Of the 
nineteen cases described, nine are of patients with 
some form of bone or joint injury. In three of 
the cases he discusses somewhat at length his meth- 
od of treatment of compound fractures. An ab- 
stract of this statement has already been published 
in the July number of this journal. 

He emphasizes the importance of not plating any 
compound fracture until it has been converted into 
a simple one, and strongly urges against operating 
on an infected fracture until all infection has ceased. 

Dr. Murphy shows his greatness as a teacher in 
fearlessly repeating again and again the principles 
of the repair of bone and their application in the 
treatment of ununited fractures. We realize that 
it takes just this constant pounding to drive these 
ideas into the heads of the rank and file of the pro- 
fession. 

The same may be said of his treatment of infect- 
ed joints with the glycerin and formalin solution — 
a method which has been remarkably successful in 
his hands, but, for some unaccountable reason, one 
which has not been so generally adopted by other 
surgeons. 

His clinic on Volkmann's Contracture is one that 
should be read by all, for it shows so well the evil 
effects of too long splintage and too tight bandag- 
ilig in fractures. His case is an extreme one, but 
in a lesser degree such results are altogether too 
frequent in our fracture work. 

We cannot quite ag^ee with Dr. Murphy that this 
condition results entirely from a myositis. The 



observ^ations of Castex, Lucas-Championniere, Men- 
nell, and a number of others, have shown similar 
changes in nerves, bloodvessel walls, ligaments and 
fascia in the affected limb. 

Of especial interest was his treatment of Charcot 
joint — an ankle in which he removed all the dis- 
eased bone, squared up the ends of the bones, and 
held them in place with large nails. 

So much in this second number is good, one 
hardly knows which to select, but the above is suffi- 
cient to indicate its character — all too good to be 
lost, and all well worth re-reading. 

It is gratifying to observe that the minor faults 
noted in Number One of these clinics have been in 
the main corrected in the later ones. We expressed 
a desire in our review of this number to hear more 
of the cases there described. We did this the more 
strongly because we felt that we were only voicing 
the wish of his thousands of readers the world 
over. In the opening clinic of Number Three, Dr. 
Murphy has granted our wish by bringing in ten 
of these old cases, giving us their subsequent his- 
tories and showing us the result of his work. 

Another improvement upon the woric of Num- 
ber One is the making of each clinic the basis of 
a rather complete exposition of the whole subject, 
rounding it out and making it a finished product. 

This is notably true of that on Cystic Goiter. 
Here Dr. Richard J. Tivnen supplements the work 
of Dr. Murphy with a talk on the examination of 
the vocal cords in goiter. This clinic is a systematic 
review of the anatomy, physiology and pathology of 
the thyroid gland with the treatment, both medical 
and surgical, of its various diseases. 

In his clinic on Division of the Brachial Plexus 
he again reviews the laws governing the regener- 
ation of nerve tissue, which he has applied to suc- 
seccfuUy to nerve surgery. 

The clinics on Tumor of the Kidney and Chole- 
lithiasis are full of practical suggestions on the diag- 
nosis and treatment of surgical conditions of the 
kidney and gallbladder. 

This number closes with a chapter on "Five 
Diagnostic Methods of John B. Murphy." These 
are methods used for years by Dr. Murphy in the 
differential diagnosis of some acute affections of the 
abdomen, and are original with himself. They are 
simple in performance and should be very useful, 
not only to the surgeon, but to the general prac- 
titioner. 

The x-ray pictures, drawings and photographs 
add much to the usefulness and attractiveness of the 
work.— A. W. C. 
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Operative Surgery. A Handbook for Practitioners and 
Students, by Prof. Dr. Victor Schmieden, Priyatdo- 
cent of Surgery in the University of Berlin, Assistant 
in the RoyaJ Surgical University Clinic. Second En- 
larged Edition, with a Foreword by Prof. Dr. A. Bier. 
Translated and Edited by Arthur TurnbuU, M.B. 
(Glasg.), M.A., B.Sc, Demonstrator of Anatomy in 
the University of Glasgow. Published by William 
Wood & Co., New York. Price $4.00, net. 



This volume is an English translation of the sec- 
ond edition of the well-known work by Professor 
Schmieden, both volumes appearing almost simul- 
taneously. This work is not a text-book on sur- 
gery, but a guide to topographical anatomy and sur- 
gical technic, as far as they can be practiced on the 
cadaver. Technically, the volume covers the ground 
• of the author's course in operative surgery, and is 
intended for students or graduates, principally, how- 
ever, the former. As a student's guide it is excel- 
lent. The illustrations, four hundred and thirty- 
five in number, are unusually clear, and illustrate 
the respective subjects most illuminatingly. Only 
the modem operations in surgery are mentioned, 
but there is a wealth of succinct information that 
must be of value to the reader. Individual meth- 
ods are not discussed, and simple methods have been 
given preference over those more complicated. Nat- 
urally, Professor Schmieden follows closely the 
teachings of his master, Professor Bier, at the lat- 
ter's clinic. 

In this edition, considerable alterations and addi- 
tions have been made in various chapters, while oth- 
ers have been remodeled entirely, chiefly the chap- 
ters on the stomach and intestines. There are a 
number of new sections, namely, those on suture 
of bone, puncture of joints, Bellocq's temponade, 
extraction of teeth, extirpation of the inguinal and 
cervical glands. All of these new sections are ad- 
mirably written and beautifully illustrated. 

The teachings are those of Professor Bier 
throughout. American surgeons, however, will take 
issue on some of them. For instance, the Pfannen- 
stiel method of 'opening the bladder, by a transverse 
incision, which is being advocated by some of our 
most prominent surgeons, is only mentioned to be 
condemned as being "unduly destructive." Several 
other instances of a like nature may be mentioned. 
The translation is very well done, so well, in 
fact, as to deceive the reader into believing that he 
is reading a book written in English, and not in 
German. — A. L. \\\ 



Arthritis deformans, rheumatoid arthritis, or 
what you will, is no pathologic entity, but includes 
a number of infections. — F. W. Cochents (Colorado 
Medicine). 



Surgical Gleanings 

Improved Operation for Prolapsus Uteri. — Dr. 

C. S. Venable (Tex, S. Jour. Med., Aug., 1912) 
describes an operation which combines the advant- 
ages of the various procedures on the round and 
sacro-uterine ligaments. A generous incision is 
made, the abdominal cavity explored, the patient 
placed in the Trendelenburg position, and the bowel 
carefully displaced upward and retained by packs 
and a broad retractor. The uterus is grasped with 
the left hand and lifted from the deep pelvis, and 
the fundus seized with tenaculum forceps ; the oper- 
ator then passes his thumb and forefinger in front 
of the broad ligaments and approximates them be- 
hind the body of the uterus as this organ is raised 
and drawn forward. The posterior surfaces of the 
broad ligaments are thus brought together, or, if 
sufficient relaxation does not exist for them to meet, 
a corresponding point on either side is brought to a 
line on the posterior aspect of the uterus, the oper- 
ator exerting sufficient tension to see that, if so 
held, the uterine position will be as desired. These 
are selected as the sites for the introduction of a 
suture, which is as follows : The broad ligament on 
the right side is grasped between the thumb and 
forefinger of the operator, and the ovarian vessels 
located ; a half curved round needle carrying chrom- 
ic gut is then passed from before back through the 
broad ligament, just below the ovarian vessels, and 
is carried behind the uterus, entering the wall on 
the postero-lateral aspect at the site selected and at 
the level at which the fundus rounds off from the 
body, emerging at a similar point on the opposite 
side of the uterus ; the broad ligament of the oppo- 
site side is now grasped in the same manner and the 
needle passed from behind forward below the ovar- 
ian vessels through the left broad ligament ; the op- 
erator, still holding the left broad ligament, now 
passes the needle from before backward through 
that point on the broad ligament that it has been 
ascertained will meet or correspond with a similar 
point on the opposite side ; the needle is then entered 
into the postero-lateral aspect of the uterus on a 
line parallel with the suture line above, emerging 
at a similar point on the opposite side; the broad 
ligament is now pierced at a point corresponding 
with the point of exit from the left broad ligament. 
The suture may now be tightened, and if laid cor- 
rectly the uterus will be swung forward, the tension 
on the round ligaments producing an anteversion, 
the sacro-uterine ligaments are made taut, and the 
posterior fornix elevated. If this is the case, the 
hold is relaxed and the posterior surface of the 
uterus sacrificed or denuded between the points of 
entrance and exit of the ligature. The suture is 
again tightened and tied as a mattress suture; the 
edges of the broad ligament are now sutured to- 
gether, if approximated, and if not, are sutured to 
the adjacent uterine surface. In a certain number 
of cases the relaxation of the round ligaments is so 
great that, while this procedure supports the uterus 
and adnexa, they are not made sufficiently taut 
to draw the fundus far enough forward. When this 
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is the case, it is advisable to supplant the operation 
with the procedure recommended by Baldy, or some 
modification thereof, by fastening the round liga- 
ments behind the uterus with sufficient tension to 
maintain an anteversion. Of 89 cases followed 
during two and a half years 73 per cent, were re- 
stored to health and 24 per cent, improved. 

The Surgery of Nephritis. — Dr. H. Kiimmell 
(Arch. f. klin. Cliir., Bd. 98, Hft. 3, 1912) believes 
that capsulotomy or nephrotomy may act as a life- 
saving measure in the anuria of scarlet fever and 
may prove equally beneficial in anuria resulting 
from a toxic nephritis, due to irritation set up by 
poisonous substances, such as sublimate, carbolic 
acid, or potassium chlorate. The chief benefit de- 
rived from the operative treatment of nephritis is 
in acute infectious cases with formation of numer- 
ous small abscesses in the cortical and medullary 
portions of the kidney. The onset of the disease is 
generally acute and attended with high fever, se- 
vere pains, and urinary tenesmus. Kiimmel has 
operated in 28 of such cases, nephrectomy being 
done in 17 and nephrotomy in 11. Nephrotomy 
also produces improvement in cases of chronic 
nephritis characterized by severe pain over the 
kidney, usually on one side, as well as in chronic 
hemorrhagic nephritis with profuse hemorrhages, 
generally unilateral. During Bright's disease the 
operation often exerts a favorable effect upon the 
anuria, uremia and albuminuria, with improvement 
in the general condition of the patient. 

Bacillus Coli Infection of the Kidneys. — Pro- 
fessor Barth (Arch. f. klin. Chir., Bd. 98., Hft. 3) 
<:alls attention to the fact that bacillus coli infection 
alone may give rLse to severe degenerative changes 
in the kidney. Acute coli pyelitis and pyeloneph- 
ritis are particularly observed in women during the 
menstrual period, in the puerperium or in preg- 
nancy. In severe cases the condition is often an 
alarming one, with high fever, marked tympanites, 
and decided tenderness over the renal area. Ure- 
teral catheterization usually shows that both kid- 
neys are affected. In pyelitis of pregnancy the pus 
and albumin usually disappear after delivery, but 
the excretion of bacilli coli in the urine generally 
continues. Barth also refers to the fact that coli 
pyelitis may be confounded with recent appendi- 
citis, but ureteral catheterization usually enables 
•one to make a correct diagnosis. The chronic form 
of coli infection may cause extensive destruction of 
i:he kidney without any decided symptoms. Even 
after the patient is apparently cured a bacteri- 
uria or slight pyuria may persist, which may give 
rise to recurrences. Cases of mild acute coli pye- 
litis and pyelonephritis get well under rest in bed 
and the administration of urotropin, 8 grains, 3 
times daily. If there is marked renal congestion 
with high fever, rigors and tenderness, ureteral 
catheterization may afford relief, while if symp- 
toms of general septicemia manifest themselves 
nephrotomy is indicated. As regards chronic coli 
pyonephritis the operation of choice is nephrectomy 
if the other kidney is in a good functionating condi- 
tion, nephrotomy being reserved for cases in which 
-the disease is bilateral. 



Operative Treatment of Tabetic Gastric Crises. 
—Dr. E. Lotheissen {Deut Ztschr. f. Chir., Bd. 
117, Hft. 1-2) has collated from the literature 36 
cases in which Forster's operation of resection of 
the posterior nerve roots was performed for gas- 
tric crises in tabes, to which he adds three of his 
own. The mortality thus far has been about 14 per 
cent. To facilitate narcosis the previous adminis- 
tration of scopolamin is advisable. The outflow of 
too large an amount of cerebrospinal fluid may be 
prevented by maintaining the horizontal posture 
and abundant subcutaneous saline infusion. The 
dura should be accurately sutured. In four in- 
stances the operation was followed by paraplegia, 
although the results in general are very favorable, 
provided a sufficient number of nerve roots are re- 
sected. 

So-Called Perirenal Hematoma. — Dr. Laewen 
(Deut. Ztschr. f. Chir., Bd. 113, Hft. 3-4) reports 
two cases of profuse retroperitoneal hemorrhages 
about the kidneys. This condition is characterized 
by sudden violent pains in the renal area followed 
by syncope and stupor, with the formation of a 
fluctuating tumor in the abdomen. Peritonitis may 
develop at a later period. Smaller hemorrhages 
may be unattended with any decided symptoms. 
The temperature is usually increased; sometimes 
there is passage of blood in the stools. The site 
of the hemori'hage is ordinarily the space between 
the kidney and fibrous capsule and also the fatty 
capsule. Among the causes the chief are trauma 
and nephritis. As regards treatment, operation has 
given better results than expectant methods. After 
exposure of the kidney the hematoma is evacuated 
and the cavity drained. Though the bleeding point 
was not found in a number of cases a cure never- 
theless resulted. 

Surgical Treatment of Peritoneal Tuberculosis. 

— Dr. G. Bagozzi, cited in the Wiener klin. Woch- 
enschr., No. 39, 1912, considers laparotomy not 
only useful but indispensable in the treatment of 
tuberculosis of the peritoneum. The operation 
should be done in the subacute stage and not at the 
beginning of the disease or after complications in 
other organs have taken place. The beneficial in- 
fluence of laparotomy is attributable to the fact that 
old exudates, which have lost their bactericidal ac- 
tion, are replaced by new ones abundant in germi- 
cidal substances. 

Treatment of Inflammatory Disease of the Ad- 
nexa. — Dr. H. Toepfer (Berlin, klin. Wochenschr., 
No. 36, 1912) thinks that inflammatory adnexal 
disease is to be treated conservatively unless large 
collections of pus have formed. Operation should 
not be resorted to until conservative methods, con- 
tinued for a sufficient length of time, have proved 
unsuccessful. In the milder cases in which the 
uterus is movable and no firm adhesions exist, sal- 
pingectomy by the vaginal route is to be consid- 
ered, while in the more severe the abdomen is to 
be opened, but the uterus and a portion of the ovary 
preserved if possible. 
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NEW TRANS-PELVIC LINES FOR DETER- 
MINING DISPLACEMENT AT THE HIP. 

By Stewart L. McCurdy, M.D., Pittsburgh, Pa. 

There is no condition in surgery that causes more 
anxiety than injuries and diseases about the hip- 
joint when it is questionable whether there is a 
dislocation of recent or of congenital origin, and 
especially when a fracture of the neck of the femur 
is present with only a minor degree of deformity. 

Nelaton's line is inaccurate in the most skilful 
hands. Its correctness depends upon an observation 
of the course of the tape around over the greater 
trochanter from the anterior superior iliac spine to 
the tuberosity of the ischium. An eye well trained 
in angles and proportions will see whether the tape 
is at a right angle with the long axis of the body 
and over the highest point of the trochanter. It 
is so easy, however, to have the trochanter vary an 
inch and the tape still appear to pass over the tro- 
chanteric eminence. 

Bryant's triangle has fallen into disuse and is not 
mentioned in many of the modern surgeries. 

The line I propose, which has served most satis- 
factorily in my practice, is one that crosses the pel- 
vis through the spines of the pubic bones at right 
angles to the median line, the umbilicus serving as 
the vertical of the triangles. This line extends out- 
ward across the hip- joints, passing over or above 
the trochanteric eminences where the heads of the 
femurs are in the acetabulum and no fractures of 
the neck or displacements of the femur exist 
(Fig. I). 

I have examined several hundred patients by this 
method since determining its practical use, and it 
has permitted me to decide almost instantly whether 
displacement at the hip-joint existed. It is easily 
applied to patients of all ages. The patient with 
hip injury is invariably lying on the back, just the 



correct position for its application, while Nelaton's 
line is not so readily applied in this position. 

As is well known, the acuteness of the angle of 
the neck of the femur increases from childhood up 
to adult manhood. In adult life the trochanteric 
eminences are always at least one inch below the 
transpubic line. It is at this age that we find the 
greatest number of injuries with upward displace- 
ment of the trochanter, so that if this bone should 



Fig. 1. 

be even to the line, fracture or dislocation must be 
suspected. If, however, it is above, there can be 
no question that an injury of some sort with hip 
displacement exists. 

As age advances, the angle of the neck of the 
femur diminishes in acuteness and the trochanter 
ascends. 

In two persons over eighty years recently ex- 
amined for hip injury, the normal hip showed the 
trochanteric eminence immediately under the pubic 
line, but on the injured side the trochanter was one 
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inch above in one case and one and three-fourths 
above in the other, showing unmistakable fracture 
of the neck in both instances (Fig. 2). 

A young man aged twenty-five years and another 
aged seventeen years showed a trochanter one and 
one-half inches above the line on the injured side 
and slightly below on the normal side (Fig. 3). 

I submit three radiograms for your inspection: 
One of congenital dislocation and two of hip-joint 
disease in various degrees of destruction. The line 
•drawn across these pictures bisecting the pubic 
.spines invariably crosses the trochanteric eminences 




parallel no displacement at the hip-joint exists. If, 
however, the lines converge, displacement of some 
sort will be found on the side where they are closer. 
The amount of displacement is now determined 
from the spines to the points on the trochanteric 
line immediately below. 

The illustration from a to b represents the trans- 
trochanteric line; from c to d the trans-spinous 
line. From e to f in the illustration is two and 
three-quarter inches, and from g to h one and one- 
half inches, showing that there is a displacement 
upward or shortening on the right side of one and 
one- fourth inches. (See Figs. 2 and 3.) 

I do not think it necessary to report many indi- 
vidual cases further than to say that this method 
has been in use for some time, and in every instance 
radiograms and other methods of measurement 
have confirmed this very rapid and simple plan. 



Fig. 2. 

in the well hips or those without displacement, and 
in the displaced hips the trochanters are always 
above, and in one, as much as two and one-half 
inches. 

There is another way in which the trochanteric 
line may be used to verify the conclusion found by . 
the method above described. 

A tape measure, ruler or string, is passed across 
the pelvis so that the ends cross the trochanteric 
eminences and are held in this position by an as- 
assistant, or a line may be made across the abdomen 
from one trochanter to the other. Care must be 
taken that the most prominent points of the tro- 
chanters are found. 

The anterior superior iliac spines are now located 
and marked. Or a line may be made across the 
pelvis over the spines, if desired. If these lines are 




Fig. 8 



It must recommend itself to all because of its sim- 
plicity and because no appliances are required other 
than those found in the most humble home. 

A married woman, aged twenty-four years, came 
to me with an ankylosed right hip-joint following 
gonorrhea, with secondary infection of this joint. 
My first measurement showed the right leg to be 
two inches short. Upon further examination about 
the trochanter I concluded that no dislocation ex- 
isted, and I was satisfied that no destruction of tlic 
continuity of the bones from Afi^pdvis to the mal- 
Digitized by VnOOQlC 
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leolus had taken place. It occurred to -me to place In a recent case under treatment with hip-joint 
the left femur at the same angle to the pelvis as disease, after the acute pain of abscess formation 
the right, and then make comparative measure- had passed away for many months and no acute 



Fig. 4. Tubercular hip, without displacement, showing transpubic 
line bisecting trochanteric eminence. 



ments of the two sides. To my surprise no varia- symptoms were present, in which I had stated that 
tion in length existed. I was led to the conclusion the head of the bone was still in the acetabulum, a 
that in every case where measurements are made doctor of considerable prominence measured the 



Fig. 5. Old cured tubercular hip. Transpubic line bisects normal 
trochanteric eminence, but the trochanCer is two inches above 
on the diseased side. 

without regard to the angle of the femur to the legs and reported that there was one inch of actual 
pelvis, error must follow. The amount depends shortening. Later I saw the .case and was con- 
entirely upon the amount of flexion and adduction vinced by my method of measurement that no ac- 

or other angular variation. tual shortening existed, but that th€^t^pc^^ 
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made a mistake because he did not place the two 
thighs at the same angle with the pelvis while meas- 
uring. 



the anterior superior spine to the internal condyle 
two inches, while the arc through which the femur 
passed was no greater than that found in many 



Fig. 6. Congenital dislocation. Trochanter on diseased side two 
and five-eighths inches above transpubic line and almost as 
high as the trans-spinous line. 



Having at my disposal about lOO disarticulated 
skeletons, I made a study of the relationship exist- 



Fig. 7. 



ing between the femur and the pelvis, and found 
that it was possible to increase the distance from 



cases of deformity at this joint. The models used 
included the innominate bone and a femur of the 
same skeleton in every instance, the bones being 
held in articulation with rubber cords, as shown. 
Several methods of holding these bones in position 
were used, but the cords or rubber bands proved 
to be the best means of securing a joint permitting 
a range of motion most nearly approaching the nor- 
mal. . ^ 

If you will examine the skeletons (Figs. 7 and 
8) you will observe that a tape is nailed to the an- 
terior superior spine, with the free end passing 
under a staple on the internal aspect of the inter- 
nal condyle of the femur. If you now swing the 
femur about, at the same time keeping the tape 
tightly drawn, the variation in the distance between 
the two fixed points that have been selected will be 
at once observed. 

The shortest distance between the two fixed points 
is when the thigh is in flexion, abduction, and ever- 
sion, while the greatest distance is in extreme ex- 
tension, slight adduction and inversion. 

Flexing the femur to an angle of 44 degrees and 
abducting to an angle of 45 degrees (Fig. 7), the dis- 
tance is found to be 19 inches, including the shortest 
distance between these two points that would likely 
be present in any person. 
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If now the femur is extended to a plane with the 
pelvis, and adducted to 6 degrees, the distance will 
be found to be 21 inches, or a difference of 2 inches. 



I'ig. 8. 

The same variation is observed whether the meas- 
urements are made upon the skeleton or a living 
subject (Fig. 8). 



INDICATIONS FOR PUBIOTOMY.* 

By A. J. RoNGY, M.D., New York. 

Attending Gynecologist, Lebanon Hospital; Attending Sur- 
geon, Jewish Maternity Hospital; Consulting 
Gynecologist, Rockaway Beach Hospital. 

In reviewing the literature of obstetrics of the 
past ten years, one is impressed with the fact that 
hardly anything new, has been brought forth during 
this time. The only advance made has been in the es- 
tablishment of a definite operative procedure in a 
given case of dystocia ; in other words, it is appar- 
ent that our methods of procedure have become, so 
to speak, standardized. 

The field of contracted pelvis is one most diffi- 
cult to master. No matter how experienced an ob- 
stetrician may be, he still will at times be unable 
to determine whether or not a given case of con- 
tracted pelvis will terminate in a spontaneous labor. 

• Read before the Bronx Medical Society, November 16. 1012. 



We have now come to understand that normal labor 
does not actually depend wholly upon the size of 
the pelvis, but that the fetal head plays an impor- 
tant role, and that it is the relation of the size of 
the head to the pelvis which will determine whether 
labor be normal or abnormal. Hence a given pelvis 
may permit the passage of a small fetal head dur- 
ing one labor, while during the next pregnancy, 
should the child's head be larger, labor will be com- 
plicated. And this is the main reason why we may 
err in the prognosis of our cases. We have means 
of measuring the pelvis, we can judge the amount 
of pain, but we lack the knowledge of the actual 
size of the fetal head, and therefore are unable to 
state before labor actually commences, whether or 
not the head will engage. 

Clinically, contracted pelves are divided into three 
varieties: First, Absolutely contracted; second, 
moderately contracted; third, slightly contracted; 
or should the subdivision be made according to the 
measurement of the internal conjugate, it would be, 
first, pelves that measure below 7^ cm.; second, 
pelves that measure 7>4 to lO cm., and, third, 
pelves that measure lo to 12 cm. We must, how- 
ever, differentiate between the conjugate of the 
justo-minor pelvis and the simple flat pelvis. In the 
justo-minor variety we find that the diagonal con- 
jugate measures one-half centimeter more than in 
the simple flat variety. 

Heretofore, our only concern r^^rding the meas- 
urement of the pelvis was the inlet, and no sooner 
had we found this normal, than we considered the 
case normal. Of late, however, we have observed 
that not only may we encounter a good deal of 
trouble in the inlet, but that the outlet of the pelvis 
may complicate labor to a certain extent ; that labor 
may proceed normally to a point where the bi-parie- 
tal diameter reaches the outlet, and there, if the 
measurements of the outlet are not normal, the 
progress of the head will be arrested and artificial 
means of delivery may be necessary. Klein, as the 
result of his recent studies of the outlet of the pel- 
vis, draws an imaginary line between the two ischial 
tuberosities, dividing the outlet into an anterior and 
a posterior segment, the latter being the larger of 
the two. If for any reason the pubic arch is flat- 
tened or is narrow, making the anterior seg- 
ment smaller, the head will naturally have to be born 
at the expense of the posterior segment, and thus 
labor may not only be retarded but the soft parts 
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may be badly lacerated. In order that labor may ter- 
minate normally, both the measurements of the 
inlet and outlet must be normal in relation to that 
particular head. 

As a general rule, we may say that if the uterine 
contractions are normal and the position of the fe- 
tal head in proper relation to the pelvis, and if no 
progress is made, something is wrong, and we must, 
therefore, consider our case carefully and find the 
cause for the lack of progress on the part of the 
fetal head. However, in cases of flat pelvis, labor 
proceeds very slowly ; at times little or no progress 
is made for hours, because the moulding the fetal 
head must undergo is great. But once the head is 
engaged and it attempts to mould and accommodate 
itself to the pelvis, we must be very conservative 
and wait a sufficient time, so that a proper test for 
labor is given. In primiparae our usual test for 
labor is to wait twenty-four hours, and if at the 
end of this time no progress is made, we may con- 
sider interference. 

Before going into- detail about the various meth- 
ods of delivery, I wish to say a few words regard- 
ing induction of labor before term. I believe — and 
it is the method I usually follow out in cases of 
moderately and slightly contracted pelves — if the 
patients present themselves early enough — induc- 
tion of labor in the thirty-sixth week of pregpiancy 
is not only safe as far as the mother is concerned, 
but the fetal mortality is practically nil. Induction 
of labor before the thirty-sixth week is accompanied 
by a large fetal mortality. We are, therefore, not 
justified in recommending it to patients who have 
a history of having given birth to dead children due 
to instrumentation or other mechanical manipula- 
tions. Other operative procedures must be resort- 
ed to, and the only methods we have at present at 
our command for delivery of a living child in cases 
of contracted pelvis, are, first, high forceps, second. 
Cesarean section, and third, pubiotomy. I elimi- 
nate craniotomy, because I feel that no obstetrician 
is justified in performing it on a living child when 
the mother is in good condition. I feel that it is 
the duty of the obstetrician to consider the right of 
the child in every instance, except when the moth- 
er's condition does not permit of such consider- 
ation. Personally I feel that I would withdraw 
from a case in which it was insisted that I perform 
a craniotomy on a living child by patient or the 
family, on account of the mother's refusal to take 



the slight additional risk which accompanies any 
operative procedure. Neither the mother and the 
family, nor the physician has this right to sacri- 
fice carelessly a healthy viable child. 

High forceps delivery is an operation that we 
were fully justified in performing in the days when 
obstetrical surgery was not fully developed. Then 
asepsis and antisepsis were not well understood and 
it was life-saving procedure for the mother, for if 
she were not relieved, she would have died from 
exhaustion and sepsis. In the light of our pres- 
ent knowledge, it is hardly a justifiable operation. 

Viewing it from a purely surgical standpoint, we 
know of no other surgical measure where the same 
principles are carried out. We know of no pro- 
cedure in surgery where it is attempted to pull 
through a fetal head of distinctly greater dimension 
than that of the cavity. If such an emergency 
arises in the course of an operation, either the open- 
ing is enlarged or the mass is made smaller. Mere 
force, as a means of accomplishing it, is never 
brought into play, and no surgeon would ever coun- 
tenance its use. 

Obstetrically, it should be our aim not only to 
save the mother and child, but we should be care- 
ful to use means that will lessen the morbidity of 
the mother. Somehow, the question of morbidity 
in obstetrics has not been given the amount of at- 
tention it deserves. The laceration of the cervix or 
perineum is dismissed lightly since it is so readily 
stitched. One gives very little thought to the final 
results of this operation and to its efl?ects upon the 
health of the mother. The more one is surgically 
trained in obstetrics, the more convinced is he that 
all operations that tend to mutilate the soft parts 
of the mother must be avoided. 

To practice modern obstetrics, three cardinal 
principles must be kept constantly in mind before 
treatment of a given case of dystocia is undertaken : 
First, the effect of the operation upon the mother; 
second, the efl?ect upon the child; third, the oper- 
ation from a purely technical and surgical stand- 
point. In the study of the high forceps operation^ 
we fail to find any of the above principles con- 
sidered. Its effect upon the mother is familiar ta 
all who do it. The injury to the-Iower segment of 
the uterus is well known ; next to version, the uter- 
us is more frequently ruptured or perforated by 
the forceps during this mode of delivery than dur- 
ing any other obstetric procedure. The injury to 
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the posterior vaginal wall and the perineum most 
often is so extensive that an attempt at repair is 
futile. 

Practically speaking, all the plastic operations on 
the vaginal vault are made necessary through child 
birth. If obstetrics is practiced scientifically, the 
more extensive lacerations may be avoided, but if 
it is practiced indifferently, the result is that our 
gynecological clinics become filled with suffering 
womanhood. While it may be foreigpi to our sub- 
ject, yet it may not be amiss to state that I have 
yet to see a patient upon whom a plastic operation 
on the vaginal vault had been performed completely 
cured of all the symptoms of which she complained 
and which were due to these lacerations. This 
statement may be looked upon with disfavor by 
those practicing gynecology, but I feel it is true, 
nevertheless. It seems to me that the hospital 
classification of cured and uncured patients does 
not in a great number of cases coincide with the 
views of the patients in this respect. 

The effect of high forceps on the child is too well 
known and hardly needs discussion. A great num- 
ber are still born ; others, while delivered alive, sur- 
vive but a few hours or days. They usually die 
cither from a fractured skull or from intracranial 
hemorrhage produced by the compression of the 
blades. It is difficult to estimate the actual fetal 
mortality caused by high forceps delivery, as the 
majority of these operations are performed in pri- 
vate dwellings. Our health boards do not require 
a proper and scientific classification as to the cause 
of death. As a rule, the vague statement of "for- 
ceps** or "instruments" is a sufficient cause of death. 
No attempt is made to find out the kind of forceps 
that were used, whether high, medium or low, and 
therefore nothing could be gained by inspecting the 
vital statistics. It would be interesting to know 
the actual percentage of still bom children that re- 
sult from the use of high forceps. I am sure if 
such data were compiled and presented to the pro- 
fession, that this operation would show a high per- 
centage of mortality. 

Abdominal Cesarean section, in indicated cases, 
is an ideal operation when it is performed early, 
before the patient becomes exhausted from labor, 
and when the general condition is good. Patients 
who have been examined very frequently by either 
midwife or physician, cases in which the mem- 
branes have been ruptured for some time, cases in 



which attempts at delivery have been made and 
failed, are not ideal subjects for this operation. Its 
mortality in cases of this nature is very high, and 
puts it in the light of an unfavorable surgical pro- 
cedure. The mortality of Cesarean section in ob- 
stetrically clean cases, and during the early stage 
of labor, is very small. On the other hand, the mor- 
tality in the cases enumerated above is very high, 
and, therefore, it should not be performed if it can 
possibly be avoided, or if some other surgical pro- 
cedure can be substituted for it. 

We are very often called to see a patient in an 
emergency, with the history that she has been in 
labor for some time, that the membranes have al- 
ready ruptured, and that attempts at delivery by 
forceps had been made and failed, the child being 
viable and in good condition. In such cases after 
a test of delivery by forceps is made and it does 
not seem that it will be successfully completed, I 
believe that Cesarean section is contraindicated, and 
that delivery by pubiotomy is the only proper pro- 
cedure. In other words, pubiotomy is the only op- 
eration in borderline cases that have been misman- 
aged or misjudged. It adds but little additional 
injury to the mother, it lessens fetal mortality, and 
is, therefore, undertaken in the interest of the child. 
The patient, however, should always have had a 
strong test for labor, the cervix should be dilated, 
the head should be somewhat moulded, and forceps 
should have been attempted, and if then the child 
is still alive, pubiotomy should be performed. 

Up to 1905 pubiotomy was very seldom perform- 
ed in this country, and up to that time only 42 cases 
were reported in all the literature. Since then it 
has been employed in clinics in both Europe and 
America more widely, with the result that many 
children were saved with but little additional risk to 
the mother. The technic of Doderlein has been fol- 
lowed in part in these cases. A small incision is 
made over the upper border of the os pubis just 
internal to the pubic spine. This incision is just 
large enough to admit the tip of one finger. The 
carrier is introduced through this opening behind 
the posterior surface of the bone, emerging at its 
lower border between the labia majora and minora. 
The index finger of the left hand is introduced into 
the vagina to guide the end of the carrier, at the 
same time making it hug the bone. The Gigli saw 
is then carried up, and the bone sawed through 
from within out. After the division of the bone 
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the child is extracted by forceps. If the patient 
is a primipara, I perform an episiotomy on the op- 
posite side so as to facilitate the delivery and also 
to prevent a communicating tear of the vagina and 
the pubiotomy wound. No attempt is made to 
unite the cut ends of the bone. The separation of 
the ends obtained in my cases was three-quarters 
of an inch in the first cases, and over two inches in 
the last. 

My experience with this operation consists of 
seven cases, and I shall here give in detail a report 
of same: 

Case I. Mrs. B. S., Russian, aged twenty-five 
years, primipara, last menstruation January 15, 
19 II, came to engage me in the sixth month of 
pregnancy. On examination the diagnosis of justo- 
minor pelvis was established. The pelvic measure- 
ments were, interspinous, 24; intercrestal, 26; ex- 
ternal conjugate, 21 ; diagonal conjugate, 10. She 
was put on Prowchnic's diet and instructed to call 
every two weeks for observation, and was advised 
to have labor induced in the thirty-seventh week, 
but refused. 

Labor pains began about 5 a. m., October 12th. 
She was admitted to the Jewish Maternity Hospital 
about 8.30 a. m., having strong pains every fifteen 
or twenty minutes. On examination, at 10 a. m., 
the cervix was dilated two fingers, and the mem- 
branes ruptured. At S p. m., the cervix was two- 
thirds dilated and the head in first position at- 
tempting to engage. The pains at this time were 
very strong and almost continuous, the uterus al- 
most in a tonic state of contraction. Morphin was 
given hypodermically and patient rested for about 
two hours. At 9 p. m., the cervix was fully dilated, 
the head still high in the pelvis. At midnight an- 
other dose of morphin was given, hoping that a 
short interval of rest would bring out more forcible 
uterine contractions, but with no eflFect whatsoever. 
At 3.30 a. m., after the cervix was fully dilated 
for six hours, the pains occurring every two to five 
minutes and the fetal heart suddenly becoming 
weaker, immediate delivery by pubiotomy was de- 
cided upon and a living child weighing six and a 
half pounds was extracted. 

There were no complications during the oper- 
ation and delivery. Bleeding from the wound was 
very slight. The vagina was packed as a routine 
measure. The separation between the cut ends of 
the bone was about two centimeters. The wound 



was dressed and a strip of adhesive plaster across 
the pelvis applied to prevent any undue motion and 
separation of the cut ends of the bone. 

Convalescence was normal. The patient was out 
of bed on the fifteenth day, and mother and child 
left the hospital on the eighteenth day. There was 
no difficulty whatever in walking. The fetal meas- 
urements were as follows: Length, 50; suboccipi- 
tobregmatic, 32; occipitomental, 13; occipitofron- 
tal, II. 

The reason delivery by forceps was not tried at 
first in this case was mainly on account of the sud- 
den changes in the fetal heart. I feared that the 
additional injury to the child would possibly cause 
it to be still born. 

Case II. Mrs. Fw K., patient of Dr. W. Narine, 
primipara, commenced to have labor pains Thurs- 
day, October 12th. The pains were irregular and 
weak, but Friday became stronger. At 4 a. m. Sat- 
urday, the cervix was fully dilated; at 9 a. m., 
after five hours of active labor pains and no prog- 
ress, artificial delivery by forceps was decided upon. 
After moderate pulling by the attending physicians, 
no progress was made. At this juncture I was 
summoned to see the patient. On examination the 
cervix was found fully dilated, the head in the left 
occipital anterior position wedged in at the inlet, 
the fetal heart good, the mother beginning to show 
signs of exhaustion. I attempted to deliver her 
with forceps, but after a trial of about ten minutes 
it became evident that it could not be effected. The 
feal heart sounds still being good, I suggested that 
the only possible method of delivering a living child 
was by pubiotomy. The family physicians having 
concurred, the patient was transferred to the Jew- 
ish Maternity Hospital. Pubiotomy was performed 
and a living child weighing eight pounds four 
ounces was delivered. 

The measurements were as follows : Mother, in- 
terspinous, 21.5; intercrestal, 26; external oblique, 
20.5 ; external conjugate, 19.5 ; diagonal conjugate, 
10. Child: Biparietal, 9.5; suboccipitobregmatic, 
9.5; suboccipitobregmatic circumference, 34; occip- 
itofrontal, 35 ; length, 52. 

The patient underwent a mild febrile convales- 
cence, but was out of bed on the seventeenth day, 
and mother and baby left the hospital at the end 
of three weeks. 

Case III. Mrs. C. S., patient of Dr. I. I. Bern- 
stein, twenty-eight years old, Il-para. First labor. 
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three and one-half years before, normal, the child 
weighing five and one-half pounds (mother's state- 
ment). The membranes ruptured November 3, at 
6 p. m. ; one hour later labor pains set in which 
lasted during the night. The face was present- 
ing. At 8 p. m., after the cervix was fully dilated, 
delivery by forceps was attempted, but they slipped. 
A few more applications were made, but with the* 
same result. At this time I was asked to see the 
patient. 

On examination I found the cervix fully dilated, 
but beginning to be edematous, the face presenting 
in the transverse diameter of the pelvis, the head 
large and above the brim, but the child still viable. 
The patient showed signs of exhaustion; pulse 120 
to 130, temperature 10 1 degrees F. She was trans- 
ferred to the Jewish Maternity Hospital for pubic 
section. A living child weighing eight pounds 
twelve ounces was delivered. It was evident that 
the head and neck of the child were severely in- 
jured by the many applications of the forceps. 

The puerperium ran a septic course, the temper- 
ature ranging between 102 and 106 degrees F. for 
fourteen days. The patient finally began to improve 
and was discharged from the hospital at the end 
of twenty-six days. A large hematoma of the head 
and neck developed in the child, which died of 
asphyxia on the fifth day. The patient had a flat 
pelvis, but not markedly so. The fetal head was 
rather bony and well developed. 

The child's measurements were: Length, 51; 
occipitofrontal, 36 ; suboccipitobregmatic circumfer- 
ence, 34 ; bisacromial, 41 ; biparietal, 10 ; suboccipi- 
tobregmatic; 9.5; occipitomental, 13.5; occipito- 
frontal, 12.5; bisacromial, 13.5. 

In this patient it was the over-development of the 
child that caused the dystocia, as evidenced by the 
normal course of the previous labor when the child 
was small. 

Case IV. Pubiotomy. Mrs. A. S., patient of 
Dr. I. Ritter, aged thirty-four, I-para. Patient be- 
gan to have labor pains on January 3rd, which were 
rather irregular and weak. During the 4th, the 
membranes ruptured. On the same day, about 8 
p. m., pains became stronger and came more often. 
The breech was presenting and the cervix was fully 
dilated. January 5th, during the entire day, not- 
withstanding the strong pains she had, there was 
very little progress. Patient began to show signs 
of exhaustion toward evening, the pulse rose from 
120 to 130, the temperature loi. 



I was asked to see patient about 8 p. m. of the 
same evening, and on examination I found the 
breech presenting, the child rather large ; the pelvis 
was contracted and of the justo-minor type; diag- 
onal conjugate measured 10 plus. It was evident 
from external examination that the child was large 
and out of proportion to the pelvis. The fetal heart 
sounds were good. The chances of delivering a liv- 
ing child under these conditions were apparently 
improbable. In the interest of the child pubiotomy 
was suggested as a method of procedure, and with 
but little additional risk to the mother. The attend- 
ing physician and the family concurring, the patient 
was removed to the Jewish Maternity Hospital. 
The patient was prepared for delivery and a Gigli 
saw introduced as a prophylactic measure, and the 
legs of the child brought down. It was very evi- 
dent from the appearance of the lower extremities 
that the child was large and well developed and that 
extraction through a contracted pelvis was impos- 
sible. The fetal heart still being good, pubic sec- 
tion was performed, and a living child, weighing 
8 pounds loj^ ounces, was delivered. 

The separation of the cut ends of the bones was 
almost two inches, giving just sufficient space to 
deliver the head. The child was bom asphyxiated, 
but was finally resuscitated at the end of one-half 
hour. 

Mother and baby were out of the hospital at the 
end of twenty-six days. 

Case V. A. C, aged twenty-three, Il-para. First 
labor instrumental; child alive. Admitted to the 
hospital April 2, 191 2, at 12.45 a- "^- Cervix three 
fingers dilated; head not engaged. Temperature, 
100; pulse, 112; respiration, 24. At 4.30 a. m., the 
cervix was fully dilated, patient had severe pains, 
but the head was not engaged. At 7.20, }4 oi a grain 
of morphin was given ; at 9.30 a. m., she was taken 
to the operating room for delivery. The forceps 
were applied by Dr. I. S. Tunick, but no progress 
was made. At 9.50 the forceps was tried by me, 
but it was evident that the fetal head was too large 
to pass through and pubic section was decided upon. 
Delivery was completed with forceps. The separa- 
tion of the cut edges of the bone was about 3 cm. 
The child lived four hours and apparently died 
from injury to the head produced by the forceps. 
The mother made an uneventful recovery and was 
discharged April 21st. 

Case VI. Mrs. D. B., patient of Dr. N. O. Rat- 
noff, aged twenty-five, Il-para. Flr^t child deliv- 
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ered by version, still born. Admitted to the hospi- 
tal October i, 1912, after being in labor twenty- 
four hours; cervix fully dilated, membranes rup- 
tured. Patient had strong labor pains during the 
entire day and night, but the head attempted to en- 
gage only slightly. October 2nd, i p. m., delivery 
by forceps was attempted. After a trial by Dr. 
Ratnoff and myself for about twenty-five minutes 
no progress was made. The mother was very anxious 
for a living child, so pubic secticwi was decided upon. 

The cut edges of the bone separated fully 6 cm., 
and delivery was accomplished by forceps. The 
mother and child were discharged from the hos- 
pital October i8th, both in good condition. 

Case VII. Mrs. B. F., patient of Dr. M. O. 
Magid, aged thirty-nine, Ill-para. First labor in- 
strumental, child still born. Second labor prema- 
ture in the eighth month, child still bom. Admit- 
ted to the hospital November 11, 1912, at 10.30 
a. m., having been in labor nineteen hours. Cervix 
fully dilated, membranes ruptured; head not en- 
gaged. At 11.30 a. m., delivery by forceps was 
attempted, but no progress was made and in the 
interest of the child pubiotomy was decided upon. 
Delivery was accomplished by forceps. The cut 
edges of the bone separated 3 cm. The mother and 
child were discharged November 27th. 

In conclusion I wish to state that while my re- 
sults from this operation were quite favorable, still 
I feel that it must be performed in cases where 
there is no other alternative. It must also be per- 
formed very carefully, and if one is not trained in 
gynecological surgery it should not be undertaken. 
The injuries to the soft parts and to the bladder 
and urethra may be quite extensive. The sacro- 
iliac joint may be injured, and if this possibility is 
not borne in mand, this will result in permanent 
disability. Hemorrhage may be profuse and at 
times uncontrollable. Communicating vaginal tears 
take place in a moderate number of cases. While 
I did not encounter these complications, still one 
must be ready to meet and treat them properly. 
Pubiotomy should never be the operation of choice; 
it is always one of emergency. In cases that have 
been misjudged and neglected, with the child still 
viable, it is the only method of procedure, and only 
an experienced obstetrician should undertake its 
performance. 

Under these circumstances, pubiotomy has a defi- 



nite field, and does not compete with either Cesar- 
ean section or high forceps delivery. In cases where 
Cesarean section is indicated, pubiotomy is contra- 
indicated, and vice versa. 

Finally, I believe that the time has come when 
obstetrics has reached the stage where mutilating 
operations upon the mother with the almost inev- 
itable results of bringing forth a still born child 
have no place, and such practices should if possible 
be avoided. 

154 Henry street. 



REPORT OF THE COMMISSION OF THE 
MEDICAL SOCIETY OF PENNSYLVA- 
NIA ON END RESULTS OF FRAC- 
TURES OF THE FEMUR. 

By W. L. EsTES, M.D., South Bethlehem. 

The chairman wishes, in behalf of the commis- 
sion, to make the following report: 

1. Total number of cases, 788. 

2. Ages: Below ten years, 98 cases; between 
ten and twenty years, 67 cases; between twenty 
and fifty years, 138 cases; between fifty and sev- 
enty years, 56 cases; between seventy and ninety 
years, 13 cases; between ninety and one hundred 
years, i case; cases not mentioned, 394. 

3. Occupation: Working people, 219 cases; cases 
not noted, 491. 

4. Cause of fracture: Direct violence, 130 cases ; 
indirect violence, 638 cases. (Some cases are not 
reported. Probably many reported misunderstood.) 

5. Seat of fracture : In 303 cases this is noted ; 
of these, upper third, 68 cases; middle third, 163 
cases; lower third, 72 cases. 

6. Kind of fractures: Simple, 732 cases; com- 
pound, 27 cases ; compound comminuted, 8 cases ; 
complicated and multiple, 12 cases. 

7. Amount of shortening at time of injury (ad- 
mission) : Of 598 cases noted, average shortening 
before reduction was 1.38 inches. 

8. Method of treatment: Of 440 cases noted, 
some form of Buck's extension, 190 cases; Scud- 
der's splints, 24 cases ; plaster-of-Paris, 47 cases ; 
long lateral splints, 34 cases ; sand bags, 35 cases ; 
Hodgens' apparatus, 3 cases ; double inclined plane, 
6 cases; open method, 78 cases; various forms of 
splint, 12 cases; no dressing, i case. 
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9. Anesthetic: Yes, 142 cases; no, 194 cases; 
410 cases not noted. 

10. Extension, average amount of weight used: 
Of 238 cases reported, 14 lbs. was the average. 

11. Effects of reduction on shortening as deter- 
mined by measurements: Recorded in only a few 
cases. 

12. Amount of shortening — after reduction, 
average i inch; first change of dressing, ^ inch; 
at end of treatment, J4 inch. 

13. Length of time patient was in bed: Of 322 
cases reported, average a fraction less than 8.2 
weeks. 

14. Length of time patient absent from work: 
Of 212 cases reported, average a fraction less than 
2.7 months. 

15. Length of time crutches, canes or other aids 
in walking were used: Of 207 cases reported, 
average a fraction less than 8 weeks. (Note: No. 
15 was understood differently by various reporters, 
the answers varied very greatly.) 

16. Presence or absence of limp: Of 337 cases 
reported, 256 limped. 

17. Inversion or eversion of foot or tilting of 
pelvis, causing serious axial displacement : Of 648 
cases reported, 528 cases had no axial displacement, 
no eversion or inversion. 

18. Large development of callus, producing any 
serious inconvenience in any way: Of 585 cases 
reported, 512 cases had no incommoding callus; 
56 cases had callus which produced some disturb- 
ance. 

19. How measurements were taken: Of 212 
cases reported, 191 were measured from anterior 
superior spine to internal malleolus; anterior su- 
perior spine to floor, i case ; anterior superior spine 
to tubercle of tibia, 18 cases. 

20. The amount of disability as estimated by 
(a) endurance — of 613 cases reported, in 163 en- 
durance good; (b) pain— of 624 cases reported, 
25 had pain; (c) swelling of foot or leg — of 576 
cases reported, 27 had swelling; (d) interference 
with joint function — of 635 cases reported, 26 had 
joint interference. 

21. Mortality: 27 deaths, or 3.69 per cent. 
Causes of death: Pneumonia, 4; shock, 5 (aged) ; 
shock and delirium tremens, i (aged 64 years) ; 
delirium tremens, 4 (aged) ; various intercurrent 
diseases, 10 ; uremia, i ; hyperthyroidism, i ; ex- 
haustion and shock, i. 

22. Was x-ray used: Of 274 cases reported, 



x-ray was used in 147. What it showed as to re- 
sults: In 83 cases only was good apposition re- 
ported without angulation. Many reporters failed 
to note this point, however. 

An analysis of the cases shows that the greatest 
number of these fractures occur in patients be- 
tween twenty and fifty years of age, the next larg- 
est number below ten years of age, and the third 
largest between ten and twenty years of age. It 
is evident that fractures of the shaft of the femur 
are injuries which are most common in youth and 
adult life. 

Working people are far more subject to these 
fractures than any other class. 

Indirect violence causes about five times as 
many cases as direct violence. 

The middle region of the bone is the part 
which is oftenest fractured. The lower third comes 
next, and the upper third only a little less often. 

Simple fractures are far more common than the 
compound and complicated ones. 

The average shortening at the time of injury, 
that is, at the time of admission when the case is 
first seen, is 1.38 inches. 

An anesthetic was not used in reducing the ma- 
jority of cases. 

By far the largest number were treated by some 
method of extension. Some form of Buck's ex- 
tension or a modification of this method is the one 
which is most frequently employed. The average 
amount of weight used for traction in these 
methods is fourteen pounds. (This I think is en- 
tirely too little, considering the fact that most of 
these cases were in adults.) 

The average length of time the patients spent in 
bed from these fractures was 8.2 weeks, and the 
length of time they were absent from work was 2.7 
months. This is a result obtained from reports of 
212 cases. It seems a very short time, and I be- 
lieve many reporters failed to understand this 
question and counted this period as the length of 
time in bed or under immediate treatment, rather 
than of total disability. This is also true in regard 
to the question of length of time that crutches, 
canes or other aids to walking were used ; 207 
cases were reported with an average of a fraction 
less than 8 weeks. 

Of 337 cases reported, 256 of the patients limp- 
ed, showing that in the majority of these cases 
some limp persisted for a considerable time. 

In regard to inversion or eversion of the foot or 
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tilting of the pelvis, causing serious axial displace- 
ment, 648 cases were reported, and of these in 
119 there was axial displacement, inversion or ever- 
sion, or in other words, about one fifth, or 20 per 
cent. 

Of the 585 cases reported in regard to large de- 
velopment of callus, in 56 there was noted disturb- 
ance caused by an excessive amount of callus, or 
about 10 per cent. 

There were 212 cases reported in regard to the 
manner in which measurement was taken. Of 
these 191 were measured from the anterior super- 
ior spine to the internal malleolus. It seems evi- 
dent that this is the favorite measurement. The 
chairman again calls attention to the fact that the 
usual method pf talking this measurement is inac- 
curate. It is also important always to check up the 
result by some other measurement. 

The amount of disability as estimated by (a) 
endurance, of 613 cases reported, only 163 had 
good endurance, a little over 20 per cent.; (b) 
pain, of 624 cases reported, 25 had persistent pain ; 
(c) swelling of foot or leg, of 576 cases reported, 
2,7 had swelling, that is, persistent swelling; (d) 
interference with joint function, of 635 cases re- 
ported, 26 had joint interference. This, of course, 
refers to persistent interference because it almost 
always happens that some slight interference does 
occur soon after the splints are removed. 

The mortality given is 3.69 per cent. I think 
that this is a mistake due to incomplete reports and 
lack of continuous observation ; for the study of re- 
ports which are given by the most accurate and 
painstaking observers shows that the percentage of 
mortality runs from six to eight per cent. I should 
say 6.5 per cent, would be the more accurate one, 
taking all cases. 

Pneumonia, shock in the aged, shock and delir- 
ium tremens are the most frequent causes of death 
amongst the cases reported. 

Out of all these cases in only 147 was it stated 
that x-rays were used. It is evident that surgeons do 
not as a matter of routine have their cases photo- 
graphed by the x-ray. While every one must ap- 
preciate the fact that this in a large number of 
cases is impracticable in the country, yet it is a 
matter of growing importance and the chairman 
believes that it would be best if surgeons would 
make a special effort to have a proper x-ray pic- 
ture made of their cases of fractures of the femur. 



This would serve as a proper record, or rather 
as one of the best records, in a graphic way, to 
show the result of the fracture; it also would serve 
as a protection in case of suit or any subsequent 
questions as regards the outcome of the treatment. 

Only 83 cases were reported as having good ap- 
position without angulation in which the x-ray had 
been used, and which had been certified by this 
method. 

The list of cases is a large one, large enough to 
establish many points and to serve as a reference, 
yet it is so fragmentary in regard to the reports of 
the majority of the cases that its value is very much 
lessened. 

The chairman, while apreciating the value of 
this collection of cases and believing that the work, 
which has not been inconsiderable, will result in 
good, must warn students who refer to the list to 
carefully study the points and not conclude, because 
788 cases have been collected, that they may use 
the whole number in deducing conclusions from 
this list. 

The chairman feels that a further study of this 
very much larger number of cases establishes and 
confirms the conclusions of last year, and he would 
reiterate these conclusions and append them to 
this, the final report. 

After all, perhaps the chief object — and certainly 
one of prime importance in the study of these cases 
— is to deduce a conclusion in r^ard to the value 
of the old conservative plan as compared with the 
new or open method of treating these fractures. 

The chairman has collected altogether eighty-one 
cases of well-authenticated and well-noted instances 
of the open operation, without a single death, and 
they are reported as having made satisfactor}- re- 
coveries. 

The reporters, however, failed to note w^hether 
there was any suppuration in the cases, whether in 
a majority of them disability was not much longer/ 
and whether at any time the patients had been in 
jeopardy of their lives. I think all these points 
would have to be taken into consideration in esti- 
mating the value of the open as compared with the 
old conservative method. 

Eighty-one cases against seven hundred would 
certainly not offer a proper proportion as regards 



1 Dr. Lowman's observation at Cambria Steel Company]s works 
of men who could not retain their former jobs after recovering from 
these fractures by the old methods of treatment is a very interest- 
ing and important one. 
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a clear accurate comparison of the two methods, 
and the facts indubitably are that the collected 
cases show that nearly seven himdred of them were 
restored in a remarkably short average period to 
usefulness, and that according to the reports, only 
3.69 per cent, deaths resulted. While in the hands 
of careful, skilful, well-prepared surgeons there 
is no doubt that the open method may be used with 
comparative safety, every thinking and experienced 
surgeon must admit that a wound, such as must 
be made in applying any proper sort of fixation 
apparatus directly to the shaft of the femur, adds 
a very strong element of danger to these cases. 
This, one must always consider in making up his 
mind in regard to these two methods. 

In addition to this, one must remember that a 
very large majority — indeed nearly all the cases 
treated by the conservative method — make recov- 
eries which may be called efficient, without being 
exposed to the danger, or extra danger of infec- 
tion, and the possible eifect of weakening the bones 
by the screws or pins which must be inserted in 
order to hold the plate in place. 

The open method is certainly valuable in cases 
in which it has been clearly demonstrated that 
proper apposition or restitution of the fragments 
cannot, in the given case, be properly accomplished,, 
and in such instances it should be used in the early 
stages, say in the first ten days or two weeks. In 
the hands of careful surgeons with best hospital 
surroundings, the operation may be done without 
mortality, or with very low mortality. 

Statistics, such as have been gathered, and the 
history of the completed cases do not show that the 
results as regards usefulness of the limb and short- 
ening of the period of disability are better in any 
marked degree than those of the old conservative 
method. The conclusion must therefore be that 
these open methods cannot be recommended as a 
routine practice, and that they should never be used 
except by men who are thoroughly qualified, and 
with proper surroundings — surroundings where the 
proper instruments may be had, where proper oper- 
ation-room facilities and training will insure thor- 
ough aseptic technic, for upon the absence of sup- 
puration depends the success of the operation. 

It seems to the commission that there is no rea- 
son from the study of this much larger number of 
cases to change the form or wording of the con- 
clusions adopted by the Commisison of the Medical 



Society of the State of Pennsylvania in its report 
of last year, and it offers these as the present de- 
ductions. 

These incomplete reports, and the comparatively 
large number of cases which have been tabulated 
serve to indicate indubitably that this most impor- 
tant fracture and serious injury, in hospitals at 
least, does not receive the attention and care of the 
chief surgeons as a rule. Treatment is usually dele- 
gated to the interne staff, whose experience and 
anatomical and mechanical knowledge are wholly 
inadequate to meet the indications in a great many 
of the cases, and whose lack of order and thorough- 
ness makes the records such unreliable data that it 
is very difficult for any one searching for the truth 
in the various phases of treatment to find what he 
wishes. 

The first recommendation of the commission, 
therefore, would be, and the first deduction from 
its work is, that teachers of surgery in medical 
schools should give far more attention than they 
have done in the last decade or more to their own 
investigation of fractures, and to the teaching of 
this most important branch of surgery to the stu- 
dents who belong to their classes. 

Second, while recognizing the fact that x-ray 
photographs may be most misleading, the commis- 
sion believes, nevertheless, that when taken by com- 
petent anatomists who understand the importance 
of proper relative position of tube and limb, and 
the importance of taking more than one view of 
the fracture, these radiograms will furnish an indi- 
cation for the proper reduction and for the me- 
chanical appliances for the preservation of proper 
apposition, and that they will serve as a graphic 
record of the fracture itself. 

These radiograms to be most valuable should be 
taken before reduction of the fracture, when it has 
been reduced and a fixed dressing applied, and fi- 
nally after union has occurred and the patient is 
able to be up and about. 

In regard to the method of treatment, the com- 
mission from the study of the cases finds that some 
form of traction is most commonly employed, and 
that the results after such treatment in most in- 
stances enable the patient to resume his occupa- 
tion and function without serious detriment. Prop- 
erly taken x-ray pictures, however, show that ab- 
solute apposition and restoration of the proper axis 
of the bone are very seldom accomplished. 
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Deaths from simple fractures of the femur are 
noted in 3.69 per cent, of the cases. The reports 
show they occur almost wholly in cases of old age 
from shock and exhaustion or from pneumonia ; in 
drinkers from delirium tremens; or from some 
operative interference. It is evident that the open 
method itself introduces into the treatment of these 
cases such a very marked element of danger that 
the commission cannot recommend the method for 
general use nor recognize it as a routine practice. 

In selected cases where it is impracticable to re- 
store the fragments to their proper position, and 
where mechanical means have failed within a rea- 
sonable time to produce proper restitution of the 
fragments, the open method may be employed, but 
then only by an experienced surgeon, one who ha- 
bitually uses the most thorough aseptic methods. 

The commission is not prepared to recommend 
any one method of mechanical treatment. As in 
everything else, the method must be adapted to the 
case itself, and not the case to the method. 

Some form of traction, such as Buck's extension, 
seems to be the preferable mode of treatment. If 
Badenheuer's suggestion of transverse traction 
over the ends of the fragments in order to over- 
come lateral displacements be added, it will greatly 
improve the results in many cases. Hamilton's ap- 
position splints, placed about the fracture at proper 
places, will serve for this purpose in the majority 
of cases. 

Plaster-of -Paris is also a valuable means of treat- 
ing these fractures, but it should be applied under 
anesthesia. Complete relaxation, unconsciousness 
of pain, and laxity of muscles are necessary in em- 
ploying the plaster dressing properly in these cases. 
The usual methods of measurement are very in- 
accurate and give very misleading records in re- 
gard to shortening. This is all the more the case 
because of the well-established anatomical fact that 
femurs vary in length, and rarely are two lower ex- 
tremities exactly the same. Records show good 
functional results after apparent shortening of ex- 
tremities up to an inch and a half. The results may 
be considered good if the measurements show no 
more than an inch of shortening, provided there is 
no inversion or eversion of the foot from angula- 
tion of the fragments. 

The ordinarily employed method of measuring 
from the anterior superior spine of the ilium to the 
tip of the internal malleolus should be checked, as 



a rule, by some other measurement, as for instance, 
measuring from the tip of the ensiform cartilage 
to the internal malleolus or patella, or from the mid- 
dle of the umbilicus to the internal malleolus. In 
making all measurements it is important to ascer- 
tain and assure, if possible, that the pelvis is not 
tilted and that the anterior spines are in the same 
horizontal plane. 



PERSONAL OBSERVATIONS ON THE 
TREATMENT OF GASTROPTOSIS. 

By Edward L. Kellogg, M.D., 

Associate Professor, Diseases of Digestive Tract, New York 
Polyclinic Medical School and Hospital; Associate 
Attending Surgeon, Gouvemeur Hospital; As- 
sistant yisiting Physician, Minturn Hospital; 
Formerly Professor Internal Medicine, 
New York School of Clinical 
Medicine. 

The term gastroptosis is used by some writers to 
indicate those cases of abdominal ptosis in which 
the most prominent symptoms are due to the dis- 
placed stomach, while others make it synon3rmous 
with splanchnoptosis and enteroptosis. 

It is in the former sense that it is used in this 
paper, although the treatment in general is appli- 
cable to all cases of splanchnoptosis. 

In the time allotted to this paper, it is not possible 
to consider the etiology of this troublesome condi- 
tion or to deal exhaustively with the treatment. It 
is therefore my purpose to refer briefly to personal 
experiences, hoping that the discussion will bring 
out points which will be helpful to all of us. 

That the methods are not entirely satisfactory is 
shown by the frequent return of symptoms even af- 
ter thorough and careful treatment. This is in part 
due to the nature of the disease, for there is a con- 
stant tendency to recurrence. 

The general indications for treatment are to im- 
prove the nutrition and build up the nervous sys- 
tem, overcome auto-intoxication, and restore to the 
organs their normal functions; and this is best 
brought about by replacing displaced viscera and 
maintaining them in their normal position by me- 
chanical support until increased weight and nerve 
and muscle tone take place. 

For convenience, these cases are classified as 
those suited for ambulatory treatment, those requir- 
ing rest in bed, and those requiring surgical treat- 
ment. 

In the first class, we are obliged to place most 
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dispensary patients and many of our private pa- 
tients who must follow their vocations without in- 
terruption, or who have not advanced to a stage of 
deterioration justifying the more rigid treatment. 

When such a patient seeks advice, the various 
available therapeutic resources are considered, and 
from them are chosen those that seem desirable. 

First comes diet, then mechanical support, rest, 
massage, exercise, hydrotherapy, electricity and 
drug treatment. 

The diet must be varied somewhat, depending 
upon the abnormalities of gastric secretion and the 
degree of motor insufficiency, but for the majority 
of cases the following diet, which is a slight modi- 
fication of Lockwood's table, is quite satisfactory. 

Breakfast, 8 a. m. Cocoa, cereal with cream and 
sugar, chopped beef with toast, or soft-boiled eggs, 
roll, butter and a little marmalade. 

11.30, crackers with some preparation of fer- 
mented milk (lactic acid). 

I p. m., lunch. Fish or chicken or bird, bread 
and butter, one starchy and one green vegetable, 
farinaceous dessert such as cornstarch, farina or 
rice pudding, glass of milk. 

4.30, a sandwich, or the remains of the farina- 
ceous pudding, or junket or malted milk. 

7 p. m., a, meal like that at i o'clock. 

9.30, a meal like that at 4.30. 

Throughout the day the patient takes one-half 
pint of rich cream. This may be mixed with the 
food in any way that is considered desirable. No 
fruit is allowed and no red meat, except that pre- 
scribed for breakfast. 

As soon as the patient is able to take this without 
discomfort, the caloric value of the diet is increased 
by using more cream and butter. After six or eight 
weeks, it is usually found necessary to modify our 
method. 

Some form of abdominal supporter is recom- 
mended. If we are dealing with a flat or retracted 
abdomen, the adhesive plaster belt (either that of 
Achilles Rose or one of its modifications) is ap- 
plied. 

If the abdomen is pendulous or prominent, an 
ordinary elastic belt will suffice. In either case care 
is taken to apply it in such a way that the line of 
maximum pressure is just above Poupart's liga- 
ment and the iliac crests. When properly adjusted, 
it is interesting to note the improvement in appe- 
tite and the digestion and the slowing of pulse rate. 



Before breakfast or before the forenoon lunch, 
a spinal and abdominal spray of hot and then cold 
water is given, followed by a brisk rubbing, except 
in those cases wearing the adhesive plaster belt. 

Exercise is not allowed in the beginning, but after 
a few weeks is found helpful. Special exercises are 
ordered to develop and strengthen the abdominal 
muscles. It is not necessary to describe these in 
detail, but those who are interested will find the 
little "Manual of Exercises" written by MuUer very 
useful. 

Intragastric electricity and the high frequency 
current do good in many cases, but whether through 
psychic effect or because of general tonic proper- 
ties, I have not been able to determine. 

The drug treatment is symptomatic and simple. 
The patients are examined frequently, and as soon 
as they show symptoms of indigestion, evidenced 
by bad breath, eructations, gaseous distension, in- 
dicanuria or abdominal discomfort, it is controlled 
by the use of calomel, castor oil, duodenal irriga- 
tions (normal saline), colon irrigations (ichthyol 
solution a drachm to the quart), lavage (acid sali- 
cylic gr. 20, acid boric i dram, water i quart), lactic 
acid cultures, intestinal antiseptics, or perhaps one 
of the vegetable ferments. 

A tonic is usually prescribed unless there is rea- 
son to believe that it will interfere with digestion. 

Cases in which the vitality is not too much im- 
paired usually do very well under this treatment, 
gaining in weight and vigor, with a corresponding 
improvement in subjective symptoms. Some pa- 
tients are not able to follow this regime even in a 
modified form, as they quickly develop indigestion, 
which leaves them worse than when they started. 

One learns by experience to determine with a 
fair degree of accuracy the cases that are apt to go 
wrong, and for these it is customary to combine 
with forced feeding, a rigid rest cure under the 
daily supervision of the physician and, when pos- 
sible, aided by a nurse who has been especially 
trained for this work. 

These patients do better if taken away from their 
friends and placed in an institution where the en- 
vironment is cheerful and the food is specially pre- 
pared for the individual case. Under these condi- 
tions, the caloric method of feeding is used. A lib- 
eral diet is prescribed unless limited by abnormali- 
ties of gastric secretion, but we rule out soups and 
broths, fruits and berries, most of the green vege- 
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Fig. 1. Radiograph of the stomach before operation taken in the recumbent position. In the erect posture the lower border of 

the stomach disappears below the brim of the pelvis. 
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tables, the starchy vegetables which are particularly 
prone to ferment, fresh breads, the meats which are 
most difficult of digestion, rich desserts, and usually 
alcoholic stimulants. 

For the first three or four days, they are kept 
on a very light diet and are given calomel, salines,* 
castor oil or colon irrigations, after which they are 
started on about i,8oo calories daily, quickly in- 
creasing to 2400 or 3,000 calories. 

In the majority of cases 3,000 calories is then 
made the minimum amount, and from day to day 
the diet is increased, as the condition of the patient 
indicates. Some days 5,000 to 6,000 calories will 
be given, perhaps to drop back the following day 
because of abdominal distention or other symptoms 
of indigestion. 

Without special instructions, in order to get the 
number of heat units prescribed, the patients take 
liberally such foods as bread, butter, rice, cereals, 
cream, bacon and olive oil, as otherwise they find 
it difficult to obtain the proper number of heat units. 
The need of medication increases with the in- 
creased quantity of food, but, by careful watching, 
the diet can be forced for some time without trou- 
ble, so that it is not uncommon to. have the pa- 
tients gain a pound or more daily. 

The. various therapeutic resources mentioned 
above are used and, in addition, massage is recom- 
mended, particular attention being given to the ab- 
domen. 

Hot compresses or poultices applied over the ab- 
domen during the active stage of digestion increase 
abdominal circulation and diminish discomfort. 

Hypodermics of some soluble form of iron or 
glycerophosphates are given. 

It is seldom necessary to continue this regime 
for more than four to six weeks. 

Following a course of treatment, it is advisable 
to keep the patients under observation for a long 
time, as they are apt to relapse as a result of work, 
worry and dietetic errors. 

Occasionally in stubborn or relapsing cases, we 
have to consider the advisability of surgical treat- 
ment. The operation of gastropexy has its Inti- 
mate field of usefulness and some remarkable re- 
sults have been obtained by this method of treat- 
ment. 
Special operations have been described by: 
Duret (suture of the stomach to the abdominal 
waU). 



Davis (suture of the lesser omentum to the par- 
ietal peritoneum). 

Rovsing (suture of the stomach to the parietal 
peritoneum). 

Hartman (suture of the pylorus to the abdominal 
wall after plication of the gastrohepatic omentum). 
.CoflFey (suture of the greater omentum to the 
abdominal wall below the colon). 
Webster (approximation of the recti-muscles). 
Beyea and Bier. 

The two last named surgeons shorten the gastro- 
hepatic and gastrophrenic ligaments, the difference 
consisting only in a variation of the method of ap- 
plying sutures. Their technic seems the most satis- 
factory, as it does not create an abnormal fixed 
point. 

Beyea's original article, published in the Phila- 
delphia Medical Journal, 1901, i, p. 257, is worthy 
of study. He reports three cases of his own and 
four operated on by Bier. In summing up his pa- 
per Beyea says: "The completeness of the relief 
and to my mind the extraordinary restoration to 
health of these seven patients, who had suffered 
for years, the simplicity of the operation (which 
restores the stomach to normal position by short- 
ening of its natural ligaments without removal of 
tissue or formation of abnormal adhesions), and 
the fact that it is practically free from danger (es- 
timated at one-quarter of one per cent.) must 
strongly recommend this operation, at least, in every 
case of gastroptosis in which the suffering is g^eat. 
The mechanical treatments at best procure only par- 
tial relief of symptoms, but do not restore the po- 
sition of the stomach (the cause of the illness) and 
entail constant treatment, diet and wearing of cum- 
bersome bandages, while the operation promises at 
once to completely and permanently restore the pa- 
tients to health." 

It does not seem wise to accept unreservedly his 
fascinating conclusions, for certainly the cases of 
moderate gastroptosis do very well on the treat- 
ment outlined above and, moreover, there are cases 
in which, owing to faulty development of the lower 
thoracic region, the liver occupies the upper abdo- 
men almost completely, forcing the stomach down- 
ward. 

In one of my cases it was impossible to improve 
the position of the stomach and the patient appears 
to have been made worse by operation. 
The case which I take the liberty of presenting 
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shows in a typical way the benefit sometimes de- 
rived from the Beyea operation. Her history is as 
follows : 

Annie C, married, aged fifty-six, Irish, house- 
wife, presented hersdf for treatment in Novem- 
ber, 1908. 



excessive user of tea and a moderate consumer of 
alcohol. Two years ago, she was operated on fof 
rectal prolapse, but with only temporary relief of 
constipation, for which it was performed. 

Present Condition: Her illness began five 
years ago with diarrhea, which lasted from four 



Fig. 2. Radiograph of the stomach one month after operation, taken in the erect position. 



Family History : Mother died at thirty-seven of 
Bright's disease. Father died at thirty-eight of con- 
sumption. 

Previous History: Patient has had five healthy 
children, one miscarriage, one stillbirth. Labors 
were normal and not unduly difficult. Menses r^- 
ular until menopause at age of fifty. Fourteen 
years ago, she developed acute articular rheuma- 
tism. She was given very strong medicine, which 
affected digestion and was followed by diarrhea 
which lasted for several months. She has been an 



to six weeks, and when that was checked, she 
commenced to belch gas and became very much 
constipated. She had no pain and no vomiting, but 
her appetite was poor and she gradually lost flesh. 
She felt bloated, heavy and drowsy after meals, 
had a great deal of gas in the stomach and bowels, 
and frequently • passed large quantities of mucus. 
She was nervous, could riot sleep, had vertigo and 
severe palpitation (often so bad that she thought 
she was dying), became melancholic and had 
thoughts of suicide. 
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Five years ago she weighed 150 pounds. At the 
time of my first examination her weight was 103 
pounds. 

Physical Examination: General condition poor. 
Tongue moist, coated ; teeth, Rigg's disease. Heart, 
some hypertropy, over-acting. Lungs, negative. 
Liver, very slightly prolapsed. Spleen, normal. 
Right kidney, palpable and movable. 

The stomach extended from the eighth rib to 
•two fingers' breadth aboye the pubes, .the position 
being a combination of true gastroptosis and lateral 
displacement. 

Test Meal: Mucus, considerable. Ejcpressed 
contents, 50 c.c. Residual contents, 150 c.c. Free 
hydrochloric acid, 42. Total acidity, 74. Organic 
acids, trace of butyric. Starch digestion, dimin- 
ished. Duration test, positive. Water test, posi- 
tive. Fasting test showed slight solid food residue. 

Examination of urine: Sp. gr., 1,030, amber, 
acid. Albumin, trace. Sugar, none. Casts, absent. 

The usual routine treatment was undertaken, the 
stomach being washed out to get rid of mucus and 
products of fermentation, and alkalies and bella- 
donna were given for the acid condition. 

It was found impossible to increase the diet up 
to the needs of nutrition, as every such attempt re- 
sulted in increased fermentation, belching of gas 
and diarrhea. 

For two years the patient was seen at intervals, 
gradually losing flesh until she weighed 86 pounds. 

She entered Gouvemeur Hospital in July, 1910, 
and on the i6th of that month, I performed a modi- 
fied Beyea operation. The notes of the operation 
are as follows : 

Five-inch incision to the left of the median line. 
Stomach exposed and found in the position de- 
scribed above, the transverse colon being crowded 
down below it into the left iliac fossa. The gastro- 
hepatic omentum was atrophied so that it had the 
appearance of a thin veil. 

Patient was placed in Trendelenburg position, the 
liver retracted upwards, and several rows of No. 2 
chromic catgut sutures were inserted, catching the 
serous coat of the stomach and puckering the omen- 
tum above, until the stomach was drawn well up 
under the liver, after which the abdomen was closed 
without drainage. 

The x-ray pictures show the position of the 
stomach before and after operation. 

Convalescence was uneventful, and on July 27th 



the patient reported that she was passing well- 
formed stools which she had not done before for 
years. She was discharged from hospital August 
3rd, free from all symptoms. Her appetite was 
good, and she was gaining in weight. 

On February 20, 1912, examination shows that 
she weighs 142 pounds (a gain of 56 pounds). 

Analysis of stomach contents: Mucus, moder- 
ate amount. Total acidity, 68. Free HCl, 26. 

Urine: Yellow, alkaline, sp. gr., 1,012. Albu- 
min, trace. Sugar, none. Indican, trace. Casts, 
none. 

There has been no return of symptoms and she 
is engaged in active work (a cleaning woman). 

Not the least interesting of the results is the com- 
plete relief of the mucous colitis and restoration 
of normal heart action. 

[P.S. Dr. A. Robin, Internatitonal Medical Mag- 
azine, December, 1900, described an approximate 
quantitative test for indican which is useful, simple 
and sufficiently accurate. It is as follows : 

Prepare the following solution: 

1. Obermeyer's reagent — Ferric chloride, 2 gm., 
hydrochloric acid C. P., 1000 c.c. 

2. Solution of lead acetate 25 per cent. 

3. Solution of potassium chlorate, containing i 
per cent, available chlorine, or 34.6 gm. of the salt 
per liter. 

To 10 C.C. of urine add i c.c of lead acetate so- 
lution and filter through a double filter. 

Put 5 c.c. of the filtrate into a test tube, add 5 c.c. 
of Obermeyer's reagent and 2 c.c. of chloroform, 
and invert the test tube about ten times or until the 
color of chloroform ceases to become more intense. 
The latter will assume a violet or blue color accord- 
ing to the amount of indican present. 

Add from a dropper the potassium chlorate so- 
lution drop by drop, shaking the mixture after each 
addition, until the blue color of the chloroform dis- 
appears. 

The potassium chlorate liberates chlorine in the 
presence of a strong mineral acid and oxidizes the 
indigo formed by the addition of Obermeyer's re- 
agent. 

If the amount of indican is normal, one or two 
drops will cause decoloration. 

In making your memorandtun, mark down : decol- 
orized by X drops KClo, solution. 

This test has been found so helpful that it has 
been given in detail.] 
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NEW YORK, DECEMBER, 1912 

TRANSPLANTATION OF TISSUES AND 
BLOODVESSELS. 

The idea of replacing diseased organs by sound 
ones, of restoring an amputated limb or even graft- 
ing a new one on a patient who has undergone an 
amputation, is doubtless very old. The perform- 
ance of such operations, however, was hitherto 
completely prevented by the lack of a method for 
uniting vessels, thus re-establishing a normal cir- 
culation through the transplanted structures. The 
feasibility of these procedures depended on the de- 
velopment of the technic. Experiments began in 
1901 with the anastomosis of bloodvessels by Payr of 
Gratz and Murphy of Chicago. Payr used a mag- 
nesium tube, while Murphy united the arteries by 
invagination and suture. The modern method of 
circular suture was developed by Carrel of the 
Rockefeller Institute, and it is to him that we are 
indebted for the great advance made in this direc- 
tion during the past seven years. From these ex- 
periments it appears that vessels sutured under 
certain conditions heal very easily, and that no 
thrombosis occurs as long as the operation is asep- 
tic and the union of the vascular ends is accurate. 
The results also are durable. 

The transplantation of a segment of an artery 



was first performed in 1896 by Jabowsky, but not 
successfully until August, 1905, when Carrel ac- 
complished it. The operation has proved success- 
ful when the vessels are of sufficient caliber and a 
perfect anastomosis is secured. If they are of a dif- 
ferent size and exact approximation of the intima is 
difficult, fibrin may be deposited on the line of su- 
ture. Therefore, in cases of great difference of 
caliber, it would be advisable to reduce the diame- 
ter of the end of the larger vessel by a V-shaped 
resection. 

Unfortunately there are serious obstacles to this 
operation from a practical standpoint, for it is diffi- 
cult to obtain fresh pieces of human arteries. If 
the veins could be utilized as substitutes for arteries, 
the problem of treating large wounds or of resection 
of arteries would be solved, for it is always possible 
to get venous material from the patient himself. In 
1898 Gluck attempted the transplantation of a seg- 
ment of the jugular vein into the carotid artery of 
a dog, but thrombosis occurred. In 1903 Lexer per- 
formed six experiments of the same character with 
the same result in every instance. In 1905 Carrel 
succeeded in transplanting segments of the jugular 
vein into the carotid artery of a dog and found that 
the vein quickly underwent structural changes, con- 
sisting chiefly in thickening of its wall. 

Another advance in this field of experimentation 
was the transplantation of preserved arteries. In 
March, 1907, Carrel was able to transplant a s^- 
ment of the carotid artery of a dog that had been 
kept in a tube for ten days ; and in May, 1908, the 
neck of the dog was opened, the transplanted por- 
tion of the artery exposed, and the anastomosis 
showed only by a very narrow dark line on the ad- 
ventitia where the suturing had been done. 

Turning now to the fascinating subject of trans- 
plantation of organs, we are equally indebted to 
Carrel for his contributions. The kidney was suc- 
cessfully transplanted by him from one dog to an- 
other. Two large dogs underwent a unilateral neph- 
rectomy, and the extirpated kidney was replaced by 
one from another dog, and within thirty-six hours 
the transplanted organ began to secrete urine al- 
most normal in character. Two years after the 
operation the animals were still alive and the kid- 
neys functionating normally. A thyroid gland ex- 
tirpated and replanted with reversal of the circula- 
tion, when directly examined through a cutaneous 
incision on the twenty-fifth day after the operation. 
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appeared in good condition. On the forty-fifth day 
the investigator was able by touch to detect the sys- 
tolic expansion of the gland, and ninety- four days 
after the operation conditions were the same. 

Some very interesting experiments have been 
made with reference to the transplantation of limbs. 
The thigh of a dog was completely amputated and 
afterwards replanted by suturing the vessels, nerves, 
muscles, aponeurosis and skin. The pulsations 
of the popliteal and posterior tibial arteries im- 
mediately became normal and the femoral vein filled 
with dark blood. The whole limb, except the foot, 
was encased in a plaster-of-Paris bandage. The 
circulation of the replanted foot was exaggerated 
and this occurred about eight hours after the oper- 
ation. Sixty hours after its performance one dog 
was killed and the anastomotic parts were found to 
have united by primary union. Since that time Car- 
rel has been able to replant an entire limb on a dog 
which was allowed to live for one year and then 
killed. 

From a practical viewpoint the transplantation of 
bloodvessels and organs as well as limbs, though 
successful in animals, cannot at present be applied 
directly to the hiunan being, for there are marked 
anatomic and physiologic differences between the 
tissues and organs of man and of dog or cat. The 
methods will have to be modified according to these 
differences. In vascular surgery every detail is of 
great importance, for a small fault of technic can 
produce fatal consequences. But it is certain that 
these accidents cannot happen when an exact meth- 
od is used. In the future, perhaps, it will be pos- 
sible to utilize surgically some of the wonderful ex- 
perimental results that have been obtained by Car- 
rel, Guthrie, Watt, and others. 

Edward Adams. 
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2. The present status of serum therapy. 

3. Latest research relative to cancer. 

4. The order and sequence of vascular and cardiac dis- 

ease. 



5. The function of the State in limiting the increase of 

imbeciles and degenerates. 

6. Surgery in functional and organic disorders of the 

stomach. 
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HINTS ON FRACTURES. 

By Joseph E. Fuld, M.D., New York. 

The unskilful application of a circular bandage 
to the arm may be followed within a short period 
by ischemic paralysis. The patient or the person in 
charge should be instructed to keep the fingers mov- 
ing after the application of the plaster dressing. 
If the patient is unable to do so, or should a swelling 
or blueness of fingers appear with increasing pain, 
the bandage must be cut down immediately and re- 
applied properly. 

After ischemic paralysis has developed the best 
treatment is that suggested by Mr. Robert Jones of 
Liverpool. The wrist is first flexed, this relaxing 
the flexor tendons and allowing the fingers to be 
drawn away from the palm ; a palmar splint is then 
applied, including the fingers. Gradually the fin- 
gers are drawn straight while the wrist is still flexed, 
and the metal splint is straightened more and more 
at each dressing. This is continued until the fingers 
are in full extension while the wrist is flexed. The 
splint is then carried up the forearm and the wrist 
extended gradually, while the fingers are kept in 
extension. The fingers are thus kept from flexing 
and the hand brought into extension and finally 
hyperextension, in which position it must be kept 
for several months to complete the cure. 

In the orthopedic department of the Hospital for 
Ruptured and Crippled we see daily a very large 
number of mal-united fractures, previously treated 
elsewhere, amongst which Pott's fracture ranks 
foremost. The most frequent error made by the 
surgeon in setting this fracture is in not correcting 
the posterior and lateral displacements, and unless 
this is rectified the patient will suflFer from trau- 
matic flat-foot. 
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Department' of Railway Surgery 

OFnCIAL ORGAN 

THE ASSOCIATION OF SURGEONS OF THE SOUTHEKN RAILWAY. 

ASSOCUTION OF SURGEONS OF THE PENNSTLVANU LINES. 

ASSOOATION OF SURGEONS OF THE SEABOARD AIR LINE RAILWAY. 



SUGGESTIONS ABOUT EYE INJURIES.* 

What Should Be Done and What Should Not 
Be Done. 

By Joseph A. White, M.D., Richmond, Va. 

Injuries of the eye are common among railway 
employees, both linemen and shopmen, but do not 
differ from similar accidents among persons en- 
gaged in equally hazardous employments. Yet be- 
cause of their special exposure to eye injuries, 
often apparently of the most trivial nature, but 
which frequently, from lack of proper attention or 
no attention at all, cause serious trouble, and even 
occasionally loss of sight, the subject is one of some 
importance to railway surgeons. 

Such a simple matter as a cinder in the eye has 
resulted in the destruction of the globe, and I have 
seen it more than once. Whilst in the majority of 
cases the accompanying pain and irritation are the 
only unpleasant features, occasionally it happens 
that either because of septic germs accompanying 
the foreign particle, or because of the traiunatism 
itself in a depraved condition of the system, or be- 
cause of improper methods of removing the for- 
eign body, we have to face a case of rodent ulcer 
of the cornea. 

The employees of the shops, like all other work- 
men in foundries, are frequently the subjects of 
serious injuries, wounds, and lacerations of the eye 
that come directly under your observation as rail- 
way surgeons ; and apart from the immediate treat- 
ment of the injury, the graver question of possible 
sympathetic trouble in the other eye and removal 
of the injured organ has to be considered. 

Trainmen and linemen are also subject to simi- 
lar injuries, especially in accidents; for example, 
the breaking of the oil and water gauge may cause 
serious detriment to the sight of one eye with pos- 
sible danger to the other. 

These injuries may be divided into those of the 
external structures of the eye and those of the 
deeper tissues. 

* Read by title at seventeenth annual meeting of ABsociation of 
Surgeons of Southern Railway, Washington, D. C, June 11-12, 1912. 



Among the first are foreign bodies in the con- 
junctiva or cornea, abrasions of the cornea, bums 
from lime or hot metal, and contusions due to a 
violent blow from whatever cause. 

Among the second are penetrating wounds of 
the cornea and sclera, dislocation of the lens, or 
rupture of its capsule^ and foreign bodies in the 
interior of the eye. 

Time does not permit, nor do I propose to go 
into details regarding all the numerous forms of eye 
injuries, but it is apropos to say a few words about 
the necessity of a careful diagnosis of each case be- 
fore giving the prognosis or instituting treatment 
The modem methods of diagnosis employed by 
ophthalmic surgeons are so accurate that it is al- 
most impossible for a competent and properly 
equipped man to make an error. 

The use of a cocain or a holocain solution, to al- 
lay the discomfort and irritation about an injured 
eye, is often required to allow of a proper exami- 
nation. 

A good light, Berger's loupe and direct ophthal- 
moscopy will easily detect even the most minute 
foreign bodies in the cornea. If in doubt, a 2 per 
cent, solution of fluorescein with 2 per cent, of bi- 
carbonate of soda will show the location of the ob- 
ject by staining the abraded spot in the comea a 
bright green, and do no harm to the tissues. 

If the pupil is not exactly circular, it usually in- 
dicates a dislocation of the lens, especially if it docs 
not dilate satisfactorily; i. e., provided there is no 
iritis. 

Hemorrhage into the anterior chamber is readily 
seen by the naked eye, and hemorrhage into the 
vitreous can be detected by the ophthalmoscope, or 
by transillumination. 

A foreign body in the eye can be located some- 
times with the ophthalmoscope; sometimes by the 
magnet, if it is a magnetic body; and whatever it 
may be, by the diaphanoscope, or by radiography 
with the Sweet localizer. The latter locates the 
foreign body with great exactness. Every x-ray 
expert is nowadays equipped to do this work. 

Knowing these facts, as all railway surgeons 
should, there is no excuse for not arriving at a cor- 
rect diagnosis of an eye injury, as ophthalmic sur- 
geons are in easy access on all the lines of the 
Southern Railway, and all such cases except the 
simplest injuries should be put under the care of 
the Company's oculist. 
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The prognosis of such injuries depends on the 
character of the injury. Penetrating or perforating 
wounds, foreign bodies inside the eye, and infection 
require a graver prognosis than other injuries, be- 
cause of the resulting damage to sight and the pos- 
sibility of the removal of the eye. Bums, especially 
from lime (which occur principally among painters 
in the shops), are nearly always of marked gravity. 
Treatment. 

The treatment of eye injuries depends on the na- 
ture of the trouble. It should be impressed upon 
the employees that first aid to the injured eyes is 
to let them severely alone and go at once to one of 
the Company's surgeons, except when a quantity 
of foreign matter such as dirt, lime, or other sub- 
stance enters the eye, when cleansing with clean 
water and covering the eye with a clean cloth 
should be the only treatment until the surgeon is 
seen. 

This simple suggestion is violated every day in 
the shops, where some so-called adept in such in- 
juries dresses the wounded eye, or attempts the re- 
moval of foreign bodies, frequently doing a lot of 
damage and increasing the danger of the original 
trauma. 

The removal of impacted cinders from the cor- 
nea requires the same aseptic care that should be 
taken in graver injuries, and I have often seen se- 
rious ulceration follow the neglect of such pre- 
caution. 

Ordinary surgical principles apply here as else- 
where, the basis being thorough cleanliness. The 
cap and gown and other frills of the operating- 
room may be dispensed with, but clean hands, ster- 
ilized instruments, irrigation of the conjunctival sac 
with normal salt or boracic acid solution, are essen- 
tial in all forms of eye injuries, from the slight- 
est to the most dangerous. 

Never attempt to remove a foreign body from the 
cornea with anything except a clean instrument. If 
you must use a pocket knife, in an emergency, see 
that it is clean beforehand, for no tissue in the body 
is easier to infect than the cornea. 

Simple scrapes, or abrasions of the cornea, with 
or without the presence of any foreign body, should 
be carefully looked after because of the danger of 
infection. The conjunctival sac should be thor- 
oughly cleansed by irrigation, as already suggested. 
Argyrol is to be dropped into the eye and the sac 
filled with some sterilized medium such as bichlor- 
ide vaseline, i to 3,000, and a dressing consisting of 



a sterilized pad of gauze applied.. (This preparation 
of vaseline and bichloride of mercury, i to 3,000, 
is a suggestion I made some years ago to this and 
other medical societies, and is used in many eye 
hospitals of the country. The formula is found in 
most of the latest text-books on ophthalmology — 
one grain of bichloride of mercury, 5 grains of 
chloride of sodium, and 6 ounces of vaseline. The 
bichloride and salt are dissolved in a few drops of 
water or alcohol and thoroughly incorporated with 
the vaseline.) 

In twenty-four hours the epithelium of the cor- 
nea is regenerated and the danger of infection is 
past. 

If the cornea is already infected and an ulcer has 
developed, it should be sterilized by an application 
of carbolic acid, and the excess neutralized with 
alcohol ; or the infected area can be touched lightly 
with the actual cautery, using a platinum probe 
heated to a red heat, and the same treatment ap: 
plied as above. 

In bums of the conjunctiva and cornea from lime 
or hot metal, no occlusive dressing should be ap- 
plied. The eye should be filled with sterile vase- 
line and left open, the eyeball and lids being moved 
frequently to prevent adhesions which would be 
sure to follow if the eye was bandaged. 

In wounds of thie cornea, the eye should be 
thoroughly cleansed, any projecting iris cut off, 
atropia and argyrol dropped into the eye, and the 
same sterile dressing applied. 

If the sclera is wounded, the conjunctiva should 
be drawn over the wound and stitched together to 
protect the contents of the eyeball. We may also 
in many cases cover wounds of the cornea with a 
conjunctival flap by the Kuhnt method. 

If a foreign body has entered the eye, it should 
never be probed for, as I have known surgeons to 
do, since the. probing does more harm than the 
foreign body. 

If there is so much blood or effusion in the viti-e- 
ous as to prevent locating the foreign body with the 
ophthalmoscope, the x-ray localizer should be re- 
sorted to in order to determine its exact site. 

If it is a magnetic body, it can in most instances 
be removed with the magnet, either through the 
entrance wound or through an opening made in 
the sclera convenient to the foreign body. If not 
a magnetic body, the eye has to be removed in most 
instances. 

In no case, however, should anu^ye ever Le taken 
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out without consultation with an ophthalmologist, 
for I have known of many a one unnecessarily 
enucleated and the patient subjected to this dread- 
ful mutilation, when proper treatment would have 
saved the organ, even if the sight could not be re- 
stored. A sightless eye, unless much deformed, is 
far preferable to an artificial one. 

It is very rare that there is any immediate de- 
mand for the removal of the eye. If "expectant" 
treatment has any place in surgery, it is in injuries 
of the eye. There is little or no risk of sympathetic 
trouble developing whilst the case is under daily 
observation by an expert, and many apparently des- 
perate cases pull through with a fairly good eye 
that would have been taken out by being too pre- 
cipitate. 

Modern aseptic treatment and better acquaintance 
with the results of eye injuries have done away with 
the old bug-bear of sympathetic inflammation, al- 
though its probability in certain forms of injury, 
such as extensive wounds of the ciliary region and 
the entrance of the irremovable foreign bodies, 
should not be lost sight of, for in most of these 
cases enucleation becomes necessary. 

However, as "prevention is better than cure," so 
prophylaxis against eye injuries in the shops should 
receive proper attention from the railway authori- 
ties, and can be brought about mainly through the 
efforts of the railway surgeon. The committee of 
the American Medical Association on the "Conser- 
vation of Vision" has given considerable attention 
to this phase of the question, and it was demon- 
strated in their exhibit. Guards for emer>' wheels 
and for lathes, protective shields in sand blasting 
and moulding, face and eye protectors for employ- 
ees in foundries, rolling mills, and railway shops, 
are installed and utilized in many localities, and 
should be universally adopted. Strange to say, it 
is easier to get the employer to take such precau- 
tions as may be necessary than to get the employees 
to utilize them. But if the employers do their part 
and the employees fail to avail themselves of the 
preventive measures offered them, it shifts the re- 
sponsibility and alters the question of damages, 
which is a thorn in the side of every railroad. 



Malignant disease of the body of the Uterus is 
undoubtedly very rare as compared with similar dis- 
ease of the cervix, but I have found that its fre- 
quency and the possibility of its occurrence are 
much under-estimated by many practitioners. — Dr. 
William Gardner. 



Surgical Gleanings 

Rectal Disease as a Cause of Pruritus Ani.-r- 
Dr. A. C. Crookall {Med. Sentinel, Oct., 1912) pre- 
sents the following suggestions on the management 
of inveterate cases of pruritus ani: i. Make sure 
the pruritus does not come from some skin disease 
such as eczema, erythema, etc. 2. Eliminate para- 
sites, such as thread worms from the intestine and 
externally pediculi and trichophyton. If the above 
findings are negative, the cause of the trouble is 
very liable to be found in the rectum. 3. Examine 
the interior of the bowel, paying particular atten- 
tion to the area at the ano-rectal junction. 4. Re- 
gardless of any other treatment, take care of the 
hypertrophied external skin with silver nitrate, cit- 
rine ointment or similar acting preparations. 5. In 
case no cause can be found and the disease is of 
many years' standing, we are justified in perform- 
ing the operations of Ball or Krouse for the divis- 
ion of the anal nerves, as occasionally cases will be 
found in which the rectal disease has recovered, 
leaving the external skin condition as a distinct 
entity. The author has had one case of this kind 
in which the disease was of over 40 years' standing. 

Instrumental Impregnation. — Dr. E. M. 

Mosher {Worn. Med. Jour,, Oct., 1912) believes 
that this procedure is a field peculiarly adapted to 
women in medicine, but should be undertaken only 
by those accustomed to strictly aseptic methods. 
Her technic is as follows: "I give careful instruc- 
tions to my patient regarding the aseptic collection 
of the seminal fluid. Warm sterile water and a 
sterile well-covered receptacle (an ointment jar is 
as good as any other) are placed in readiness in 
my office dressing room. My patient meets her 
husband there and brings me the seminal fluid in 
a warm bath to maintain its temperature. I place 
her on the operating table, cleanse the vulva and 
external genitalia as for a curettage, being careful, 
however, to remove every vestige of soap and dis- 
infectant applied and carefully preventing the pas- 
sage of fluid into the vagina either in the cleansing 
process or by douche. The patient is placed in par- 
tial Trendelenburg position, the speculum put in 
place, and the vagina and cervical canal well wiped 
with cotton. A sound is then passed through the 
cervix to make sure the canal is open and to ascer- 
tain the direction of the uterine cavity at the mo- 
ment. (Such preparatory treatment as has been 
found necessary has of course preceded the oper- 
ation.) With a Braem's intra-uterine syringe the 
semen is carefully instilled into the uterine cavity. 
The vagina is filled with the fluid and a 'test tube,' 
containing very warm water and closed with a cork, 
is inserted into the vagina a couple of inches to 
promote by heat the activity of the spermatozoa. 
After a half hour the test tube is removed and the 
vaginal injection is repeated. I permit the patient 
to remain in position an hour or an hour and a half 
before she goes home. While waiting, I examine 
the semen, ascertain its degree of aUcalinity, and 
under the microscope observe the degree of activity 
the sperm cells manifest. As acidity of vaginal mu- 
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cus and low alkalinity of spermatic fluid are com- 
mon causes of sterility, I am in the habit of advis- 
ing my patients who desire children to use a weak 
boracic acid* douche before retiring. When I find 
that the vaginal secretion is very acid, I apply a 
tampon made of wool in which a little boric acid 
has been added dry. This I direct the woman to 
remove at bed time." 

Diagnosis and Treatment of Hydatidiform 
Mole.— Dr. J. M. Mason (Chart. Med. Jour,, Oct., 
1912) summarizes his experience and views in the 
following conclusions : i. In cases diagnosed early, 
while the uterus is small and its walls still thick 
and firm, curettage may be undertaken without fear 
of any untoward result. 2. In cases seen later, with 
the uterus still not larger than it should be at three 
or four months, curettage or the production of 
abortion may still be undertaken if the patient is 
in a hospital or if the surgeon is prepared to go 
further if necessary to control a severe hemorrhage 
or treat a perforation of the uterus. 3. In cases 
seen late, where the uterus is much enlarged, its 
walls probably thinned, and its contractility prob- 
ably impaired from overdistention, and where the 
patient's hemoglobin would indicate that severe 
hemorrhage could not be withstood, hysterectomy 
is safer and better, and should be the operation of 
choice. 

The Value of Gastroenterostomy in Ulcer of 
the Stomach. — Professor A. Kocher (Deut. 
Ztschr, f. Chir., Bd. 116) reports 50 cases of this 
operation. The retro-colic method with a short coil 
or none was the method of choice, the anastomosis 
being established at the deepest part of the greater 
curvature. The ante-colic method was employed in 
about one- third of the cases. The operaticMi is al- 
most free from risk and the end-results in acute 
ulcers are so favorable that there is no reason to 
replace it by more radical procedures. Occlusion 
of the pylorus in cases where the ulcer is situated 
in this region of the stomach is usually followed 
by a cure. To operate early is to prevent carcino- 
matous degeneration, but if there is any suspicion 
of cancer resection should be performed. 

Ideal Operation in Fistula in Ano. — Dr. E. C. 
Beck (Med. Era, Oct., 1912) describes an operation 
which he has now performed in fifty cases. It was 
done in some cases under local cocain anesthesia, 
but generally under ethyl chloride. A probe is in- 
serted into the canal and pushed through until it 
can be felt by the finger in the rectum. A grooved 
director is now slipped in over the probe. Run- 
ning the tip of the scalpel along the groove the tis- 
sues are slit open with one sweep. Be sure to cut 
through the sphincter at right angles and it will 
reunite perfectly. Have the wound surfaces spread 
well apart and remove all the scar tissue in view 
carefully with a sharp blunt-pointed scissors. If 
in doubt rather cut away a little too much than not 
enough. Pay particular attention to the internal 
end of the wound. When all the oflFending tissue 
has been removed paint the whole surface over with 
tincture of iodine. The scanty bleeding can easily 



be controlled by sponging. Great care must be ex- 
ercised in bringing the several tissues together 
closely and accurately. For suturing material silk- 
worm gut is used. The first suture is placed at the 
inner, interior angle of the wound. The edges of 
the gut and sphincter are brought together with 
mouse-toothed forceps and a generous bite taken 
with the needle. A strong needle is imperative. Be 
sure you get enough tissue with your suture, as it 
will form a cushion when you exert pressure and 
will tend to keep the wound surfaces closely approx- 
imated. Sometimes it is necessary to make the su- 
ture for the sphincter an extra one, especially in 
those cases in which the fistula opens fairly high 
up in the gut. Leave the ends of the sutures long, 
clamp them and let them hang down out of your 
way. Sew up the rest of the wound in like manner, 
placing a stitch about every half inch, burying your 
needle deeply each time. Leave all the ends long, 
and when you have finished carry them all to one 
side and fasten them to the buttock with adhesive 
plaster. This will prevent irritation of the parts 
and add to the comfort of the patient. When the 
operation is completed a T binder is applied. The 
patient is kept on his back and in bed and his peris- 
talsis held in check for at least four days by the 
administration of bismuth and opium. Only such 
nourishment is given as will leave the least amount 
of residue. When the patient begins to complain 
of cramps and colic his bowels are evacuated by 
means of an oil enema. He is usually allowed to 
go home at the end of the seventh day. At the end 
of ten days all sutures are removed excepting the 
innermost one which should remain for two weeks 
to insure a perfect result. 

Dislocation of the Head of the Radius Compli- 
cated by Fracture of the Ulna.— Dr. A. P. C. Ash- 
hurst (An. of Surg., Oct., 1912) presents the fol- 
lowing practical suggestions: In recent cases se- 
cure reduction of the dislocated radial head, by 
arthrotomy and capsujorrhaphy if necessary. As 
Kirmisson says, in such injuries the dislocation is 
everything, the fracture is nothing. When reduc- 
tion is secured the fracture almost invariably will 
fall into good position. If it does not, it may be 
fixed by a suture or. plate. In old cases with the 
ulna united attempt reduction of the dislocation by 
arthrotomy and retain the radius in place by capsu- 
lorrhaphy. If reduction after arthrotomy proves 
impossible, as it may if the ulna has united in bad 
position, it is better to excise the head of the 
radius than to interfere with the ulna, unless the 
deformity in the ulna is very extreme. In such 
cases osteotomy of the ulna may be done. In old 
cases with non-union of the ulna expose the ulnar 
fracture first, and after freeing the fragments, se- 
cure reduction of the dislocation by arthrotomy if 
necessar}- , including capsulorrhaphy ; then treat the 
ulnar fracture as if no dislocation had existed. In 
cases with musculo-spiral paralysis excision of the 
radial head failed to secure a good result in one 
case (Zschock), and there is no evidence that re- 
duction and capsulorrhaphy would not have been 
successful in two others (Albertin, Kammerer) in 
which excision was done. ^->^ j 
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Myom^a Complicating Pregnancy. — In an in- 
augural dissertation, based upon his experiences in 
the Gynecological Clinic of Bonn, Dr. T. Levi 
(Munch, med. IVochenschr., No. 37, 1912) states 
that in the treatment of myomata during pregnancy 
the following methods are to be considered, i. Ar- 
tificial interruption of pregnancy, which, however, 
has serious disadvantages as compared with oper- 
ation. 2. Extirpation or enucleation of the myoma, 
which is to be recommended only where the uterus 
remains intact and the pregnancy is not likely to be 
interrupted. The results from this procedure, how- 
ever, are not as satisfactory as one would think,' 
and cases are on record in which the uterus had to 
be sacrificed on account of intractable hemorrhage. 
Moreover, the operation is often followed by abor- 
tion. Laparomyomotomy is only advisable where 
there is twisting of the pedicle of the tumor. 3. 
Supravaginal amputation of the uterus or total ex- 
tirpation. As to which of these methods is to be 
adopted must be decided in the individual case. It 
is always justifiable to attempt to cautiously replace 
an obstructing myoma in order to enable delivery 
to take place via naturalis, but forcible reposition 
must always be avoided, as vascular adhesions may 
be torn and give rise to death from hemorrhage. 
If these means do not succeed then laparotomy is 
the only recourse. Whether in such cases Cesarean 
section, supravaginal or total extirpation of the 
uterus should be the operation of choice must be 
left to the individual operator. The author gives 
a review of 21 cases with four deaths. 

Uremic Ulcers of the Vagina. — Professor H. 
Eichhorst {Med Klinik, No. 38, 1912; Wiener 
med, IVochenschr., No. 42, 1912) refers to the well- 
known observation that necrosis and ulceration of 
the intestinal mucosa sometimes occur as the result 
of uremia. Chiari has reported the case of a wo- 
man suffering with hemorrhagic nephritis who was 
attacked with a necrotic inflammatory process of 
the mucous membrane of the cheeks, tongue, skin 
and intestine. Eichhorst has observed a unique 
case in which the vaginal mucous membrane was 
the site of uremic ulcers. The patient was brou^t 
unconscious to the clinic and an examination dis- 
closed a dark red, very offensive vaginal discharge. 
The diagnosis of nephritis, uremia and uterine can- 
cer was made, because the uterus was enlarged and 
sensitive. At the autopsy the cause of the san- 
guineous putrid discharge was found to be several 
ulcers of the vaginal mucosa. These were round 
or elliptical, sharply limited, though not of any 
depth, and their periphery had been converted into 
a necrotic sticky mass. Eichhorst thinks that this 
is the first observation of the kind of a uremic ulcer 
in this situation, although the possibility of its oc- 
currence must be recognized from a diagnostic view- 
point. 

Treatment of Wounds and Ulcers by the Pfan- 
nenstiel Method. — Dr. A. von Reuterskiold {Ar- 
chiv. f. klin. Chir,, Bd. 98, Hft. 3) has employed 
this method in the treatment of phlegmonous 
wounds, local tuberculous affections and lupus, and 



infected ulcers, with marked success. It consists 
in the internal administration of potassium iodide 
and the local treatment of the wound or ulcer 
with hydrogen peroxide. This is done with the 
idea that the blood serum charged with the iodide 
exuding into the wound will, under the influence of 
the oxygen split off from the peroxide, liberate 
iodin in a nascent state which will exert a strong 
bactericidal effect^upon the tissues. The peroxide 
is employed in 3 per cent, solution, which is acidi- 
fied by the addition of i per cent, of acetic acid, 
and is poured upon the gauze dressing covering the 
parts for at least fifteen minutes. The author, how- 
ever, has modified this method in such a way that 
the peroxide solution drips continuously upon the 
dressing, so that there is a constant liberation of 
fresh oxygen on the surface of the wound. The 
daily dose of potassium iodide, according to Pfan- 
nenstiel, should not be under 45 grains. In cases 
of phlegmonous wounds and ulcers, the necrotic 
portions were separated as early as two or three 
days, the base became clean, with an exuberant for- 
mation of granulations and often very rapid cica- 
trization. Remarkable results were also obtained in 
two cases of pleural empyema, an arrest of the 
suppuration and healing occurring within a short 
period. 

Treatment of Traumatic Coxa Vara. — Profes- 
sor Spengel (Archiv /. klin. Chir., Bd. 98, Hft. 3) 
believes that many cases of coxa vara are due to 
traumatism. If it can be shown that this condition 
is nothing more than a badly healed fracture or a 
separation of the epiphysis, good results may be ob- 
tained by forcibly correcting the marked outward 
rotation and adduction by bringing the leg as far 
as possible into a position of inward rotation and ab- 
duction. The force employed must be great enough 
to break up the badly healed fracture. 
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Poliomyelitis, surgical treatment of 207 
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Postoperative results, contributory factors making for 

better 264 
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Puerperal insanity, report of a case of ... : 83 

Pulmonary tuberculosis and empyema, new method of 

contracting thonax in 61 
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Railroad accidents, reliability of statements of those 
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meetings of: 
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Seaboard Air Line 334, 365 

Southern Railway 119,206 
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Repeated miscarriages 84 

Report of Commission of Medical Society of Penn- 
sylvania on end results of fractures of femur 382 
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Results of operation in cerebral tumors 124 

Retroflexion of uterus, etiology of 30 

Retroflexion, treatment of 80 

Retroversion and prolapse of uterus, new method of 
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Roentgen diagnosis of extrauterine pregnancy 358 
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Sarcoma, giant cell, conservative treatment of 307 

Scarlet red 283 

Scrubbing ulcers 60 
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Semen defects, lesser, and minor lesions of generative 

tract as causative factors of sterility 140 

Seminal vesiculotomy 126 

Sexual neurasthenia and prostate 94 

Shaw, J, C. Appendicitis and some of its obscure fea- 
tures in surgical and medical practice 350 

Immimity 261 

Shea, Bernard F. An operation for the closure of cleft 

palate by gradual jH-essure 102 

Sherman, G. H. Bacterial vaccines in wound infections 46 

Shoulder- joint, habitual dislocations of 338 

Silver stem pessary for amenorrhea, dysmenorrhea, 

sterility, etc 150 

Silver wire, surgical use of 306 

Simplified operation for congenital wryneck 305 

Single stitch perineorrhaphy 136 

Skin stitch, Fleming's 93 

"Sliding" hernia, with report of case 276 

So-called caecum mobile 117 

Specific urethrorrhea, some widely divergent views 

anent 40 

Sphincter ani, suture of 238 

Spinal disease, diagnosis and treatment of 188 

Spinal tumors, intramedullary, operative removal of. . 272 
Splenectomy for chronic malarial poisoning with acute 

infection 33 

Splint, suspended", experience in fracture treatment by 

means of 187 

Sprain fracture 62 

Static electricity, one of the most remarkable and one 

of the most useful of our therapeutic agents 266 

Sterility: Lesser semen defects and minor lesions of 
female generative tract as causative factors .... 140 

Stomach, gastroenterostomy in ulcer of 305 

Stomach, total extirpation of 95 

Stomach, ulcer of, value of g:astroenterostomy in .... 398 
Strangulated gangrenous hernia, operative treatment of 126 
Stricture of male urethra with report of case. ..,.•... 12 
Strobell, C. W. A new method of shortening the round 
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uterus 1 

Submucous fibroids, some observations on the vaginal 

removal of 138 

Sugar treatment of tuberculous peritonitis 167 

Sunlight as a curative agent in local tuberculosis .... 327 
Sunlight in treatment of tuberculosis of bones atfd 
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Supravaginal amputation of uterus 166 

Surgery in diabetics • 339 

Surgical plea for early diagnosis 311 

Suture, circular, of vessels 60 

Suture of sphincter ani 238 

Symptomatology of ulcers of the upper digestive tract, 

observations on 73 

Syphilis. A report of the International Congress on 
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Tabes mesenterica, acute appendicitis associated with, 

report of a case 323 

Tabetic gastric crises, new operation for 273 

Tabetic gastric crises, operative treatment of 371 

Talipes equinovarus congenitus, Pascale's operation in 

treatment of 243 
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its early diagnosis to the railway surgeon 233 

Technic and apparatus in bone surgery, little versus 

much ; 235 

Tendon function, preservation and restoration of 239 
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Tendosynovitis, subacute, treatment of 29 

Testes, removal of, for tuberculosis 225 

Testicles, malignant disease of 124 

Testimony, expert medical, a few of the fallacies in. . 88 

That lump in the breast 87 

Thomas, C. P. Thyroid gland and some of its diseases 6 

Thoracic duct, injuries of 271 

Thrombosis and embolism, postoperative 167 

Thymus gland, surgery of 305 

Thyroid, disease of 59 

Thyroid gland and some of its diseases 6 

Thyroidectomy, partial 126 

Tonsillar crypts, diseased, and their treatment 13 

Toombs, Percy W. The higher mission of the surgeon 90 

Topics of interest to railway surgeon 22 

Total extirpation of stomach 95 

Townsend, William Warren. Injuries to the genito- 
urinary organs incidental to railroading 9 

Trans-pelvic lines, new, for determining displacement 

at hip 373 

Transplantation of tissues and bloodvessels 393 

Traumatic coxa vara, treatment of 399 

Traumatic lacerations of urethra 306 

Traumatic neurasthenia 82 

Traumatic neurosis, expert evidence in cases of 120 

Traumatic rupture of kidney '. 126 

Traumatism, excision of elbow for 346 

Treitz hernia, incarcerated 272 

Tubercular enteritis, radical treatment of, with report 

of a case 106 

Tubercular peritonitis, a case of, treated by intra-ab- 

ckwninal use of oxygen 247 

Tuberculosis, local, sunlight as a curative agent in 327 

Tuberculosis of bones and joints, simlight in 49 

Tuberculosis, peritoneal, surgical treatment of 371 

Tuberculosis, peritoneal and genital, in females 167 

Tuberculosis, renal 92 

Tuberculosis, treatment of, by means of artificial pneu- 
mothorax 337 

Tuberculous adenitis, treatment of 94 

Tuberculous glands, treatment of, with Roentgen rays 28 

Tuberculous, lymph-nodes 273 

Tuberculous osteitis of phalanges and metacarpal bones 227 
Tuberculous peritonitis, application of tincture of iodin 

to peritoneum for 167 

Tuberculous peritonitis, sugar treatment of 167 

Tubulization method of nerve suture 326 

Tumors, cerebral, result of operation in 124 

Tumors, intramedullary spinal, operative removal of. . 272 
Tumors, malignant, treatment of, with mesothorium and 
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Ulcerations, various of male genitalia 97 

Ulcer, duodenal 306 

Ulcer, duodenal, surgical treatment of 272 

Ulcers, gastric and duodenal, surgical treatment of... 238 

Ulcers of leg. A successful line of treatment 110 

Ulcers of leg, improved method of treating 354 

Ulcer of stomach, gastroenterostomy in 305 

Ulcers of upper digestive tract, observations on symp- 
tomatology of 73 

Ulcer of stomach, value of gastroenterostomy in 398 

Ulcer, perforated gastric and duodenal, operation for. 271 

Ulcers, scrubbing 60 

Ulcers, treatment of, by Pfannenstiel method 399 
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Ulcers, varicose, new treatment for 306 
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Upham, Roy. Observations on the symptomatology of 
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Uremic ulcers of vagina 399 

Urethra, male, stricture of, with report of case 12 

Urethra, traumatic, lacerations of 306 
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Urinary infection 94 

Uterine cancer 337 

Uterine curettement , 284 

Uterine deviations 61 

Uterine myomata, cardiac changes secondary to 62 

Uterine prolapse, radical operation for 273 

Uterus, injuries of, in gynecological operations 95 

Uterus, perforation of 307 

Uterus, retroflexion of, etiology of 30 

Uterus, retroversion and prolapse of, a new method of 
shortening round ligaments in 1 
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Varicose ulcers, new treatment for 306 
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Various ulcerations of male genitalia 97 

Vastine, John H. The reliabilitv of the statements of 

those injured in railroad accidents 92 

Vertebrae, lower cervical, complete displacements of. . 202 

Vesical sphincters, note on 275 

Vesiculotomy, seminal 126 

Volvulus 29 

Vulnerary, ancient, revival of an 86 
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tice of gynecology 153 

Wagner, Jerome. New treatment of pruritus ani 360 
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Wainwright, Jonathan. Reduction of cancer mortality 314 
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Wounds and fractures, suggestions on treatment of . . 324 
Wounds and ulcers, treatment of, by Pfannenstiel 

method 399 

Wounds, infected, Wright's solution in 343 

Wound infections, bacterial vaccines in 46 

Wounds, operation, iodin as sole dressing of 124 

Wounds, peritoneal, management of 327 

Wright's solution in infected wounds 343 

Wryneck, congenital, simplified operation for 305 
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